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New! Pillsbury, Shelley & Kligman's Dermatology 


A book telling you how a famous dermatology center 
is managing their patients now. Utilizing a physio- 
logic approach, the authors provide a complete 


“system of medicine” for understanding, identifying, 
and treating diseases and disorders of the skin. 
Beautifully illustrated and satisfyingly complete. 


See SAUNDERS Advertisement on next 2 pages 
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NEW BOOKS 
PUBLISHED 


New! DERMATOLOGY Putssury. 


More helpful hints and specific diagnostic measures are 
included in this book than in any other single source. 
It is an all-inclusive volume covering the problems of 
skin disease with main emphasis on the common, most 
frequently encountered diseases. While comprehensive 
and detailed, the material is subdivided in such a way 
that answers to specialized problems are easy to find. 


Recognition, diagnosis and treatment are clearly and 
concisely handled. Diagnostic methods are the most 


complete in the literature today. Diagnosis by clinical 
and laboratory means is outlined point by point—with 
hundreds of illustrations of various types of skin le- 
sions, their distribution and associated laboratory and 
systemic findings. Preferable methods of treatment for 
each disease are clearly stated and given in full detail. 
Alternate methods for stubborn cases are outlined. 
Valueless or risky treatments are always pointed out. 
The marked simplicity of terminology makes this new 
book one of the most easily read in the field. 


By DONALD M. PILLSBURY, M.A., D.Sc. (Hon.), M.D., Professor and Director of Depariment of Dermatology, University of Pennsylvania School of Medicine; Member of 
Committee on Medicine and surgery, National Kesearch Council; Member of National Advisory Health Council, U.5.P.11.5.; Director, Commission on Cutaneous Diseases, Armed 
Forces Epidemiological Board; WALTER B. SHELLEY, M.D., Ph.D., Associate Professor of Dermatology, University of Pennsylvania School of Medicine; Chief of Dermatology 
Clinic, Hospital of the University of Pennsylvania; Member, Subcommittee on the Cutaneous System, National Research Council; Area Consultant, Dermatology, Veterans Admin- 
istration; and ALBERT M. KLIGMAN, M.D., Ph.D., Associate Professor of Dermatology, University of Pennsylvania School of Medicine; Associate Professor of Dermatology, 
University of Pennsylvania Graduate School ps Medicine. 1331 pages, 634” x 934”, 1117 illustrations on 564 figures. $20.00. New! 


New! ROENTGEN SIGNS IN 
CLINICAL DIAGNOSIS = 


Here is a book which will be valuable to you every 
time you look at X-ray evidence. It contains a prac- 
tical new approach to radiology. Never before has 
there been a textbook of X-ray diagnosis of such down- 
right usefulness to the practicing physician. Now you 
can use X-ray evidence as a steppingstone toward your 
final clinical diagnosis even before you know or sus- 
pect what disease your patient has. 


The book is organized by type of X-ray appearance 
rather than by disease. The association that exists be- 
tween X-ray appearance and altered tissue states is 
clearly explained and the diseases which may produce 
these changes are described. Knowing this, the patho- 


By ISADORE MESCHAN, M.A., M.D4 Professor and Director of the Department of 


Salem, North Carolina, With the assistance of R.M.F. FARRER-MESCHAN, M.B., B.S. 


logic process involved will be clearer and the stage of 
the disease become more evident. 


For each body area the author reviews the anatomy; 
covers positioning of patient, exposure data, contrast 
media needs and how to make a routine examination. 


There is specific information on: (1) X-ray appearance 
of lesion; (2) Pathologic physiology of lesion as it af- 
fects X-ray appearance; (3) The healing process and 
its roentgenographic manifestations; (4) The signifi- 
cance of the various findings; (5) Features differen- 
tiating the particular disease from others with which 
it may be confused. 


Radiology at the Bowman Gray School of Medicine of Wake Forest College, Winston- 
1056 pages, 614” x lu”, with 2216 illustrations on 760 figures. $20.00. New! 
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AND NEW EDITIONS 
WITHIN THE PAST MONTHS 


New! DISEASES OF THE BREAST — #44censen 


The clinical help you will find in this new book is 
based on the personal experience of one of the world’s 
leading authorities on breast cancer. In this work the 
author has included facts concerning diseases of the 
breast that have accumulated in the case records of the 
Columbia-Presbyterian Medical Center in New York 
for the past 40 years. Nowhere else is there a follow-up 


By C. D. HAAGENSEN, M.D., Professor of Clinical Surgery, The College of Physicians and Surgeons, Columbia University; Director of Surgery, The Francis Delafield Hospital 
Columbia-Presbyterian Medical Center. 785 pages, 6”x9”, with 962 illustrations on 404 figures. $16.00. 


series covering so many patients for such a long period. 
Everything is here—anatomy, physiology, frequency, 
age distribution, etiology, methods of diagnosis, path- 
ology and treatment (both medical and surgical). In 
addition to cancer of the breast, Dr. Haagensen also 
considers: Benign tumors, cystic disease, adenosis, fib- 
rous disease, mammary duct ectasia and adenofibroma. 


New! 


New (2nd) Edition!’ CLINICAL PATHOLOGY —weuts 


This is a book written for the family physician, empha- 
sizing practical methods of getting the greatest use 
from laboratory tests in the course of regular bedside 
diagnosis. The main emphasis in this new edition is 
on the indications for and interpretations of laboratory 
procedures. The clinical problem is stated and then the 


useful tests are named and evaluated. The author also 
offers help on how to group tests by telling you what 
related tests are most valuable for investigating a 
single disease entity. This simplifies matters for both 
the patient and the laboratory. The book also explains 
how to avoid making unnecessary tests. 


By BENJAMIN B. WELLS, M.D., Ph.D., Director of Clinical Investigation, The Lynn Clinic, Detroit. Former Professor of Medicine and Chairman of the Department of Medi- 


cine, Creighton University School of Medicine, Omaha. 488 pages, 6”x91/,”, illustrated. $8.50. 


New (2nd) Edition! 


New (2nd) Edition!) DISEASES OF THE HEART —ricpserc 


Nowhere else today can the physician interested in 
heart disease find so much practical and useful infor- 
mation on the recognition, treatment and understand- 
ing of every type of cardiac disorder. The approach 
throughout is from the point of view of pathologic 
physiology. 

Dr. Friedberg has managed, right up to press time, to 


include all significant advances in diagnosis and thera- 
py: In this New (2nd) Edition you will find three en- 
tirely new chapters on graphic methods of cardiac 
examination, plus much new material on cardiac sur- 
gery—particularly the new direct vision techniques. 
This volume is a storehouse of just about all the worth- 
while information on heart disease available today. 


By CHARLES K. FRIEDBERG, M.D., Attending Physician, Mount Sinai Hospital, New York: Associate Clinical Professor of Medicine, College of Physicians and Surgeons, Co- 


lumbia University. 1161 pages, 7”x10”, with 157 illustrations. $18.00. 


New (2nd) Edition. 


| 11-24-56 
W. B. SAUNDERS COMPANY, West Washington Sq., Phila, 5 
Please send and charge my account: 
Order d charge my 
PILLSBURY, SHELLEY & KLIGMAN—Dermatology.............- $20.00 
Today! | MESCHAN Roentgen Signs 20.00 
| FRIEDBERG—Diseases of the Heart (2nd Ed) 18.00 
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PRACTICE of MEDICINE 


This edition is radically different from any of the earlier 
editions in that it is now the work of many outstanding 
authorities rather than largely the effort of one prominent 
individual. This is an integrated book giving a broader un- 
derstanding of the unity of medicine as a whole. Each of the 
twenty-four associate editors and the eighty-seven contrib- 
utors felt that the wide subject of man’s disabilities could not 
be viewed as made up of segregated entities but that there 
must be coordination of the anatomic, physiologic, emotion- 
al, and environmental whole. This has been well accom- 
plished in this revision. 

The rapid development of chemotherapy and antibiotics has 
led to considerable confusion in the minds of many. To clar- 
ify this the section on this subject has been expanded to 
deal with all aspects of the subject, including indications, 
specific actions, selection, complications, combinations, and 
misuse. 

In each section where applicable, reference to the so-called 
psychosomatic patterns and psychologic aspects has been 
made. There is a section on Psychosomatic Medicine, desig- 
nated to knit the general concepts of this branch of medi- 
cine into an integrated whole. 


THE VISUAL FIELDS 


A Textbook and Atlas of Clinical Perimetry 


This book is a clinical guide to the examination and inter- 
pretation of the visual fields. It is based upon twenty years’ 
experience in the teaching of perimetry to graduate students 
of ophthalmology, neurosurgery, and neurology and results 
from a long-held desire to crystalize this teaching experi- 
ence for the student and the busy practitioner. 


The author is convinced that the visual field examination 
must not be conducted according to a rigid routine, and 
that ingenuity must be exercised to obtain the most infor- 
mation from the test. With this in mind, the section of this 
book devoted to the techniques of perimetry is couched in 
general terms as far as the actual conduct of the visual field 
examination is concerned. At the same time the student is 
supplied with the tools required to perform the examination 
and an account of their construction and the general princi- 
ples underlying their use. 
No methods or instruments for visual examination have been 
described unless the author has used them with personal 
satisfaction. Wherever possible, techniques have been sim- 
plified. While other publications cover limited parts of the 
field of ophthalmology, this 


The entire text has been writ- 
ten under the close direction of 
the Associate Editors. They, in 
turn, selected such contribut- 
ors to their sections as they 


Again Available in Book Form! 


J.A.M.A. QUERIES 


text fills out the scotomatous 
patches. This presentation is 
that of a thoroughly grounded, 
broadly prepared, and experi- 
enced teacher of the subject. 


deemed proper. Expanded by 
approximately 20% in text 
material this edition offers the 
practitioner the latest thought 
and procedures for the han- 
dling of the ill. 


Editor: 
Jonathan Campbell Meakins 
24 Associate Editors. 87 Contribu- 


tors. 6th Ed. 1916 pages, 318 il- 
lustrations. Price, $16.00. 


and MINOR NOTES 


The keen interest displayed in previous volumes of 
Questions and Answers encouraged the publishers to 
continue this material as J.A.M.A. Queries and Minor 
Notes. Here in one volume, carefully selected for use- 
fulness and general interest, is a collection of Queries 
and Minor Notes from the pages of the Journal of the 
American Medical Association published during the 
twelve months ending June, 1955. The items are ar- 
ranged under the following classifications: Body as a 
Whole; Integumentary System; Musculoskeletal Sys- 
tem; Respiratory System; Cardiovascular System; 
Hemic and Lymphatic Systems; Digestive Systems; 
Urogenital Systems; Endocrine System; Organs of Spe- 
cial Sense; Miscellaneous. 334 pages. Price, $5.50. 


Just as quantitative methods 
increased the diagnostic value 
of perimetry, the original 
methods here presented offer 
additional help. The correlation 
of visual field interpretation 
with anatomy is of particular 
value. 


By David O. Harrington, A.B., 
M.D., F.A.C.S. Clinical Professor 
of Ophthalmology, University of 
California School of Medicine. 
327 pages, 234 illustrations, 9 
color plates. Price, $16.00. 


| THE C. V. MOSBY COMPANY Date | 
3207 Washington Blivd., St. Louis 3, Missouri 
Gentlemen: Send me the book(s) checked with (X). [ Attached is my check. () Charge my account. 
| (1 Meakins “Practice of Medicine” $16.00 | 
() Harrington “The Visual Fields” $16.00 () J.A.M.A. Queries and Minor Notes........ $5.50 | 
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BOOKS FOR YOUR DAILY GUIDANCE 


Goldberger— Unipolar Lead Electro- 
cardiography & Vectorcardiography 


By EMANUEL GOLDBERGER, M.D., F.A.C.P. 
Associate Attending Physician, Montefiore Hospital, New York; Cardi- 
ologist and Attending Physician, Lincoln Hospital, New York 
Dr. Goldberger describes abnormalities of the heart in terms 
of standard leads, augmented unipolar extremity aV leads 
and unipolar precordial V leads. This edition contains a 12- 
chapter section on vectorcardiography, including fundamen- 
tal principles. “Recommended without reservation.’’—Texas 

State Journal of Medicine. 


3rd Edition. 601 Pages. 312 Illustrations. $10.00 


Bell—A Textbook of Pathology 


By E. T. BELL, M.D. 
Emeritus Professor of Pathology, University of Minnesota, 
Minneapolis; AND CONTRIBUTORS 
Pathology is presented as a living science that explores the 
nature and causes of disease on which all successful practice 
of medicine is based. Rewritten and brought fully up to date. 
“This book has no peer as a storehouse of practical patho- 
logic information.” —Northwest Medicine. 


New 8th Edition. 1028 Pages. 545 Illustrations 
and 5 Plates in Color. $14.50 


Ormsby and Montgomery— 
Diseases of the Skin 


By the Late OLIVER S. OrmsBy, M.D. 
University of Illinois, Chicago 


and HAMILTON MONTGOMERY, M.D., M.S. 


Professor of Dermatology and Syphilology, Mayo Foundation for 
Medical Education and Research, Graduate School, 
University of Minnesota, Rochester 


“This book is the closest possible to actually occupying a 
place in a dermatology amphitheatre. It is the most compre- 
hensive coverage imagined. The style of writing is excellent. 
The illustrations are superb.” —G.P. 


8th Edition. 1503 Pages. 750 Illustrations on 666 Figures, 
and 18 in Color on 11 Plates. $22.00 


WASHINGTON SQUARE, PHILADELPHIA 6, PA. 
Canadian Agent: The Macmillan Co. of Canada, Ltd., 70 Bond St., Toronto 


LEA & FEBIGER 


Please enter my order and send the books indicated below: 
() Check enclosed (CD Bill me at 30 days. 


(C) Goldberger—Unipolar Lead EKG’s and Vectorcardiography...... $10.00 


Stimson & Hodes—Manual of the 
Common Contagious Diseases 
By PHILIP MOEN Stimson, A.B., M.D. 


Professor of Clinical Pediatrics, Cornell University 
Medical College, New York 


and Horace Louis Hopes, A.B., M.D. 
Pediatrician-in-Chief and Director of the Department of 
Pediatrics, Mt. Sinai Hospital, New York 
Features of this manual include its clear guidance on diag- 
nosis, differential diagnosis, special isolation technics, length 
of contagion period and detailed treatment. New chapters 
have been added and much of the text rewritten for this 

enlarged new 5th edition. 


New 5th Edition. 624 Pages. 84 Illus. and 10 Plates, 
8 in Color. 16 Tables. Flexible Binding. $8.50 


Cushman—Strabismus 
By BEULAH CUSHMAN, M.S., M.D. 


Associate Professor of Ophthalmology, Northwestern 
University Medical School, Chicago 
Here is an objective diagnostic approach to the problem of 
squint. ‘Fills a definite need for a text on the diagnosis and 
treatment of strabismus as propounded by Duane and White. 
Informative, enjoyable reading and certainly a valuable ad- 
dition to the library." —Northwest Medicine. 


New. 208 Pages. Illustrated. $6.00 


Ziskind—Psychophysiologic 
Medicine 
By EUGENE ZIsKIND, M.D. 


Clinical Professor of Psychiatry, University of Southern California 
School of Medicine 
Dr. Ziskind presents a clear understanding of the psycho- 
therapeutic approach to emotional conflicts and frustrations. 
Therapeutic technics are detailed, as are the origins of per- 
sonality conflicts. Effective treatments are simplified. “High- 
ly recommended to practicing physicians.’’—California Medi- 


cine. 
370 Pages. $7.00 


(. Charge under your partial payment plan. 
0 Stimson & Hodes—A Manual of the Common Contagious Diseases $8.56 


Ormsby and Montgomery—Diseases of the Skin.......... ........ 22.00 Ziskind—Psychophysiologic Medicine 7.00 
Dr. (please print) Address ns 
City State. 
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McCombs’ Internal Medicine: A Physiologic and 
Clinical Approach to Disease. By Robert P. Mc- 
Combs, M.D., Tufts University School of Medi- 
cine. 706 pages, illus. $10.00 


Lipman-Massie’s Clinical Unipolar Electrocardiogra- 
phy. By Bernard S. Lipman, M.D., Emory Uni- 
versity, and Edward Massie, M. D., Washington 
University School of Medicine, St. Louis. 397 
pages, with 551 drawings, electrocardiograms 
and thumb-nail sketches. $7.50. New 3rd Edition 


Kiesewetter’s Pre and Postoperative Care in the 
Pediatric Surgical Patient. By 16 Authorities. 
Edited by William B. Kiesewetter, M.D., Univer- 
sity of Pittsburgh. 347 pages, illus. $7.00 


Steegmann‘s Examination of the Nervous System. 
By A. Theodore Steegmann, M.D., University of 
Kansas School of Medicine. 164 pages, illus. $3.75 


Cheraskin and Langley’s Dynamics of Oral Diagnos- 
is. By Emanuel Cheraskin, M.D., D.M.D., and 
LeRoy L. Langley, Ph.D., LL.B., University of 
Alabama School of Dentistry. 560 pages, 545 
illustrations on 316 figures. $16.00 


Liebenson’s The Doctor in Personal Injury Cases. 
By Harold A. Liebenson, LL.B., Chicago. 123 
pages. $4.00 


Bleck’s Atlas of Plaster Cast Techniques. By E. E. 
Bleck, M.D., San Mateo Clinic, California, Nellie 
Duckworth and Nancy Hunter, North Carolina 
Orthopedic Hospital. 128 pages, 347 illustra- 
tions. $4.75 


The Year Book Publishers, Inc., 200 East Illinois Street, Chicago 11, Illinois 


YEAR BOOK PUBLISHERS 


Caffey’s Pediatric X-Ray Diagnosis. By John Caffey, 
M.D., Columbia University. 1059 pages; 2264 
illus. on 1267 figs. $28.00. New 3rd Edition 


Dock and Snapper’s Advances in Internal Medicine, 
New Volume 8. Edited by William Dock, M.D., 
State University of New York College of Medi- 
cine, and I. Snapper, M.D., Beth-E] Hospital, 
Brooklyn. 366 pages, illus. $9. 00 


Meaker’s Preparing for Motherhood: A Manual 
for Expectant Parents. By Samuel R. Meaker, 
M.D., Boston University. 195 pages. $2.95 (10 
to 49 copies, 25% discount; 50 or more copies 
334% discount) 


New Annual Year Books 
(1956-57 Series) 


Year Book of Medicine. Edited by Beeson, Mus- 
chenheim, Castle, Harrison, Ingelfinger and 
Bondy. 743 pages; illus. $6.75. Rea y 


Year Book of General Sur = abd with a Special 
Section on Anesthesia). Edited by Calaes and 
Cullen. 660 pages; illus. $6.75. Ready early 


December 


Year Book of Obstetrics and Gynecology. Edited by 
Greenhill. 610 pages; illus. $6.75. Just published 


Year Book of Pediatrics. Edited by Gale. 480 
pages; illus. $6.75. Just published 


Year Book of Radiology. Edited by Holt, Hodges, 
Jacox and Kligerman. 413 pages; illus. $9.00. 
Ready in December 


Please send the following for 10 days’ examination. 
(_] Dynamics of Oral Diagnosis, $16.00 PUBLISHE RS 
(_] The Doctor in Personal injury Cases, $4.00 
) Atlas of Plaster Cast Techniques, $4.75 

{_] Pediatric X-Ray Diagnosis, $28.00 


(_] Advances in Internal Medicine, New 
Volume 8, $9.00 


(-] Preparing for Motherhood, $2.95 


Internal Medicine, $10.00 


Clinical Unipolar Electrocardiography, 
$7.50 


(_] Pre and Postoperative Care in the 
Pediatric Surgical Patient, $7.00 


C) Year Book of General Surgery, $6.75 


() Year Book of Obstetrics and Gynecology, 
$6.75 


(_] Examination of the Nervous System, (_] Year Book of Pediatrics, $6.75 


$3.75 (_] Year Book of Medicine, $6.75 L] Year Book of Radiology, $9.00 
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Just off press! Three NEW Medical Books from 
Blakiston, McGraw-Hill 


New Second English Edition 
Arruga—Ocular Surgery 


By Hermenegildo Arruga, M.D. Translated from the new Fourth Spanish 
Edition by Michael J. Hogan, M.D. and Luis E. Chaparro, M.D. A famous 
landmark in the literature of ophthalmic surgery, this new Second English 
Edition offers the new techniques evolved by Dr. Arruga since the appearance 
of the First English Edition and the most interesting modifications of the 
old ones which have appeared in the past few years. This Second English 
Edition maintains the high calibre of the First Edition, of which reviewers 
said: “The Spanish edition of this book was one of the most valuable 
treatises we have had on the surgery of the eye and its adnexa, owing to 
the magnificent illustrations. The translation into English has made it much 
more valuable... The translators are to be congratulated on the excellence 
of the style... written in fluent, readable English. No more beautiful illus- 
trations have ever appeared in an English text.”—Archives of Ophthalmology. 
“.,..As an exposition of modern technique in ophthalmic surgery this book 
is unequalled and seems likely to remain so.”—Lancet. 948 pages, 1309 
illustrations (123 of these in magnificent color), $48.00. 


Stead and Warren—Low-Fat 
Cookery 


By Evelyn S. Stead and Gloria K. Warren, Dietitian with an Introduction 
by Eugene A. Stead, Jr., M.D. and James V. Warren, M.D. both of the 
School of Medicine, Duke University. Whether your patients have heart 
disease, vascular disease, diabetes or are just overweight this book will prove 
helpful in reducing their fat intake. This book gives tasty recipes and a 
wide variety of menus with samples for fat intake of either 25 or 50 grams 
per day. This is a practical cookbook and the recipes mostly call for items 
stocked by local supermarkets or grocers. With this book at hand, your 
patients can adapt their own favorite recipes to low-fat recipes. LOW-FAT 
COOKERY tells where the fat in food comes from. and gives actual fat con- 
tent of most common and some uncommon foods. The authors have provided a 
way to preserve the fun of good eating for the whole family and still provide 
proper low-fat menus for overweight, heart disease, and diabetes. 177 pages, 
5% x 8, illustrated, $3.95. 


Grotjahn—Beyond Laughter 


By Martin Grotjahn, M.D., Associate Clinical Professor of Psychiatry, The 
University of Southern California. Written in an unusually witty style, this 
is a book in which one can “read about laughter without crying.” This is one 
of the first books since Freud’s works on jokes that makes a systematic 
attempt to describe the psychoanalysis of problems relating to wit, humor, 
and the funny. Besides covering the funny, the comical, the freedom-giving 
laughter, it investigates problems of creativity and touches on many questions 
relating to the unconscious and psychoanalysis. Dr. Grotjahn takes as a start 
Freud’s JOKES AND THEIR RELATIONSHIP TO THE UNCONSCIOUS 
(1905), and presents later works by Freud’s friends and students. Next the 
author discusses the analytical interpretation of humor: the development of 
the sense of the funny in the child; the psychodynamic origin of Comedy, 
Clowns, Burlesque Queens, and the Circus; of Ferdinand the Bull; of Kilroy 
and Superman; of Mickey Mouse and the Halloween customs. Finally an 
analysis of the difference between the ridiculous and the sublime is attempted. 
304 pages, 6 x 9, 13 Cartoons, $6.00. 
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Blakiston Division, McGraw-Hill Book Company, Inc., 330 West 42nd Street, New York 36, N. Y. 
You may send me on 10-day approval the new medical books checked below®: 


[) Arruga—Ocular Surgery, New 2nd English Edition $48.00 


Stead, Warren—Low-Fat Cookery 


ADDRESS 


STATE Grotjahn—Beyond Laughter 


*Examination privileges available only in continental U. S. A. JAMA 11/24/56 
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UTOBIOGRAPHY OF A STANDBY BAUMANOMETER 


\ 


I’ve belonged to Dr. Phil for ten years now, 


~ 


it myself, and I’m : 


mercury-gravity principle, 


i, the standard for bloodpressure all over 


Do you own a Baumanometer, too? If not, why not get a nice new one at your 


Surgical Dealer’s. 


A. BAUM CO., INC., COPIAGUE, L. I., N. Y. 
Since 1916 Originator and Maker of Bloodpressure Apparatus Exclusively 


| 
Hundreds *%¢ S24) 4 of thousands of doctors all over the world own Baumanometers. 
| 
I ama Stanppy and my doctor \“~/J is a busy New York cardiologist. I usually stand 
[ay / right by his desk. Sometimes, though, he takes me into one o aN P 
In b 
his examining rooms. He finds it easy to read my EXActILT scale, whether he is standing 
rin 
or sitting. and heis just as 
proud of me today as he was the day \} he picked me out. I have worn well, if I do say 

cS. 
| ll — just as shiny now as I was then. And of course I give accurate [| | 
bloodpressure readings all along the scale. Like every Lifetime Baumanometer I work on the 
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coming 


2 new publication services 
for the general practitioner 


in Review of Emotional and 
Psychiatric Problems for the Gen- 
eral Practitioner 


Report of Cur- 
rent Developments in Hypertension 
and Related Disorders 


Watch your January mail for these new publications! 


CIBA 


SUMMIT, N.J, 
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Announcing— 
Coming in January! VOLUME Ill 
CLINICAL TOXICOLOGY 


Robert Gosselin, M.D. 
Harold C. Hodge, Ph.D. 


_ A verbatim account of the proceedings of the 
1955 Congress of Neurological Surgeons with chap- 
ters by honor guest Dr. Carl W. Rand and 10 other 
contributors. 


Approx. price $12.50 


Reserve your copy now! 


250 pp. 131 figs. Approx. $7.00 


CONTENTS 


Notes on Pituitary Tumors @ Histologic Changes in the Human Brain Consequent to Head Injuries © Two 
Cerebral Complications of Pregnancy: Brain Tumors and Spontaneous Subarachnoid Hemorrhage ® Sym- 
posium on Carotid Artery Thrombosis ® Symposium on Unconsciousness ® Symposium on Hypothermia and 
Hibernation in Neurosurgery © General Questions and Answers 


THE WILLIAMS 
& WILKINS CO. 


Mt. Royal and Guilford Aves. 
Baltimore 2, Maryland 


Euen a Voracious Reader 
Can't Keen Up— 


Even a voracious reader can’t keep up with all the material 
being written in the field of anesthesiology today—some 1,000 
papers in 200 medical journals throughout the world. 


[_] Please send CLINICAL TOXICOL- 
OGY on 10-day approval when it is avail- 
able (about January 1957) and bill me at 
that time. 


And that’s where SURVEY OF ANESTHESI- 
OLOGY comes to the rescue. A new bimonthly jour- 
nal, scheduled for publication in February 1957, the Survey 
will carry condensations of the most important articles, care- 
fully selected with editorial comment and criticism by Dr. 
C. Ronald Stephen and the editorial board. 


[_] Please enter my name on the completely 
riskless subscription plan for SURVEY OF 
ANESTHESIOLOGY. I enclose $10.00. 


[_] Please send on approval Volume III of 
CLINICAL NEUROSURGERY when 
it is available and bill me at that time. 
Under our special subscription offer, you send us the 
full subscription price for the first annual volume and if within 
two weeks after receiving your first issue, you notify us that NAME 
you do not wish to continue as a subscriber, we will refund 


your full subscription price, and you may keep the first issue ADDRESS 
free of charge. ate 
Don’t pass up this opportunity to keep abreast of the 
pa Pp Ppo ty 


advances in anesthesiology! 


JAMA 11-24-56 
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now together... 
for broader control 


Hydrocortisone 


2/2314m 


BEFORE: Soap-and-water 
eczema with paronychial 
involvement, of several 
years’ standing, resistant 
to coal tar and other oint- 
ments. 


AFTER 7 DAYS’ TREATMENT 
with two daily applications 
of Vioform-Hydrocorti- 
sone Cream. Note closure 

fissures, subsidence of 
scaling, recession of edema. 


CIBA 


SUMMIT, N. Je 


An excellent combination for the control of eczematous 
eruptions, inflammation, erythema, edema, scaling and 
pruritus, Vioform and hydrocortisone is reported supe- 
rior to either of its components used alone. “Sympto- 
matic relief is frequently dramatic and complete as 
long as this treatment is continued.” ! 


Effective—where many other therapies fail... 
1. Arnold, H. L., Jr.: Postgrad. Med. 16 :492 (Dec.) 1954. 
Supplied: Vioform-Hydrocortisone Cream, containin 


Vioform ® Cedeetioragdnenrastn U.S.P. Ciba) 3% an 
hydrocortisone (free alcohol) U.S.P. 1% in a water- 


le base; tubes of 5 Gm. and 20 Gm. 
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“a SY, 33. 


PATIENT. 
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ethamicort 


0.25 mg. & 0.50 mg. 


4 
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“Ss * trademark 


_ round-the-clock reserpine 


therapy in a single‘capsule 


reserpine, S.K.F. 


sustained release capsules, $.K.F. 


Keeps blood pressure down 
/ Provides gentle, long-lasting relaxation 
Costs less than many conventional 
tablet regimens 


first SG) in sustained release oral medication 


&T.M. Reg. U.S. Pat. Off. Patent Applied For 
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promotes normal evacuation 
ue through normal bowel function 


by enabling moisture to penetrate 


ana soften hard, dry fecal matter. 


DIOVAC offers nonlaxative cor- 


rection of constipation for patients 


of all ages—with a suitable 


dosage form for each age group. 


IN CONSTIPATION 


(BRAND OF DIOCTYL SODIUM SULFOSUCCINATE) 


DOSAGE: Adulis— One DIOVAC CAPSULE or one to two tea- 
spoonfuls of mint-flavored provac syrur once or twice daily. « 
Children over six—One to two teaspoonfuls of cherry-flavored J 
DIOVAC PEDIATRIC SYRUP Once or twice daily or one piovac 


CAPSULE once daily. Children under six—piovac PEDIATRIC 

syrup with dosage adjusted as desired. Each dose is to be fol- S 

“3 _ lowed by a glass of water. A 
- SUPPLIED: DIOVAC CAPSULES in boxes of 50; each capsule zi 

Contains 50 mg. active ingredient. piovac syrup in 6 02. 

bottles; 20 mg. active ingredient per teaspoonful (5 ml.). f 

DIOVAC PEDIATRIC SYRUP in 4 oz. bottles; 10 mg. active ingre- 

dient per teaspoonful (5 m1.). 


A GRA NEWTON 5&8, MASSACHUSETTS 
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you can count on cooperation when you use. . 


When you prescribe SUSPENSION CHLOROMYCETIN PALMITATE for sick youngsters, no 
tears or tantrums at medicine time threaten your dosage schedule. Children readily accept this 
tempting, custard-flavored preparation of CHLOROMYCETIN (chloramphenicol, Parke-Davis). 
Succeeding doses are taken as readily as the first, because SUSPENSION CHLOROMYCETIN 
PALMITATE is easy to swallow and leaves no unpleasant aftertaste. 


To simplify therapy still further, SUSPENSION CHLOROMYCETIN PALMITATE does not 
require refrigeration and may be kept conveniently in the sickroom. Its liquid form enables 
flexibility of dosage easily. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been 
associated with its administration, it should not be used indiscriminately or for minor infections. 


Furthermore, as with certain other drugs, adequate blood studies should be made when the patient 
requires prolonged or intermittent therapy. 
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Palmitate 


pleasant-tasting Chioromycetin for pediatric use 


Supplied: susPENSION CHLOROMYCETIN PALMITATE, containing 
the equivalent of 125 mg. of CHLOROMYCETIN per 4 cc., is available in 60-cc. vials. 


PARKE; DAVIS & COMPANY verrorr 32, michicaN 
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e NEWEST in tine electrocardiographs 


make this notation today! 


OF ELECTROCARDIOGRAPHS 


THE BECK-LEE 


DIRECT-WRITING ELECTROCARDIOGRAPH 


teat ring 
New impressive performance 


Exclusive Lifetime-Guaranteed Standardization Cell — 
unbreakable, leakproof, impervious to extremes of temp- 
erature and climate. Exclusive with Cardi-all! 


New distinguished appearance 
Handsome Solid Mahogany Cabinet, with rich hand- 


rubbed finish in choice of Blonde (illustrated) or natural 
—a Cardi-all exclusive! 


Already famous for its dependable accuracy, the Beck- 
Lee Cardi-all now also incorporates additional advanced 
features of design and engineering. With its time-tested 
simplicity of operation, light-weight portability, and 
automatic controls, the new Cardi-all is more than ever 
the modern EKG instrument for the modern doctor. 


CORPORATION 


630 W. Jackson Bivd. Chicage 6, 


WORLD'S LARGEST EXCLUSIVE MANUFACTURER 


this precision diagnostic aid demonstrated 
in your own office, without 

For name of your nearby Cardi-all dealer, 
write Dept. AM-1156. 
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body 
and the 

MING 


@ well tolerated, nonaddictive, essentially nontoxic 


well suited for 


protonged 


@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 


@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY Wi) WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 


Literature and Samples Available on Request 


THE MILTOWN MOLECULE .3421 


fi 
THE ORIGINAL MEPROBAMATE 
® 
> 


1 “T have used meprobamate in my 
general psychiatric practice since April, 1955, 
and believe it to be [a] drug of choice for 
relief of tension, anxiety and insomnia.” 

Lemere, F.: Northwest Med. 54: 1098, 1955. 


the patient [taking Miltown] 
never describes himself as feeling detached 


reports 7 
~ PU OL or ‘insulated’ by the drug. He remains... 
. in control of his faculties, both mental 
oO and physical, and his responsiveness to other 


persons is characteristically improved.” 


Sokoloff, O.J.: A.M.A. Arch. Dermat. In press. 
Cilnical 
‘ “4 ©) “Of special importance is the fact 
StCUdGIeS that Miltown does not appear to affect 


autonomic balance—which in alcoholics is 
often unstable...” 


Thimann, J. and Gauthier, J.W.: Quart. J. 
Stud. Alcohol. 17: 19, 1956. 


J 
“+ “The [relative] absence of toxicity, 

both subjectively and objectively, is 

an important feature in favor of Miltown. 

In addition, there were no withdrawal 

phenomena noted on cessation of therapy, 

whether it was withdrawn rapidly or slowly.’ 
Borrus, J.C.: J.A.M.A. 157: 1596, 1955. 


-) “Miltown is of most value in the 
so-called anxiety neurosis syndrome, especially 
when the primary symptom is tension. . . 
Miltown is an effective dormifacient and 
appears to have .. . advantages over the 
conventional sedatives except in psychotic 
patients. It relaxes the patient for natural 
sleep rather than forcing sleep.” 


Selling, L.S.: J.A.M.A. 157: 1594, 1955. 


THE ORIGINAL MEPROBAMATE 


discovered and introduced 
by i) Wallace Laboratories, New Brunswick, N.J. 
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NEW! 90% cure pale. in pinworm in 
Just one week / 


$5% cure rate in roundworm in 
Only ohe dose | 


Piperazate’ Wafers 


piperazine phosphate, Leeming, 500 mg. 


Leeming Cane. New York 17, N.Y. 


= 
RAND OF CARBETAPECNTANE CITFATE 


| 

\ Mize : 

“Yes, the doctor is in, but he’s out!” | : 


rapid relief of 
nasal congestion 


with just drops 


HYDROCHLORIDE 
(naphazoline hydrochloride CIBA) 


Nasal Solution, 0.05% 

Nebulizer, 0.05% C J 3B A 
Nasal Jelly, 0.05% 
‘ Ophthalmic Solution, 0.1%, for 
conjunctival vasoconstriction 


2/2274 
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State Officials Favor Vaccine Grants Extension ¢ ¢ 
Democrats Set to Organize Committees Again ¢ ¢ 
Casualty Care Program Undergoing Reevaluation 
Cerebral Palsy Collaborative Study Launched ¢ « 
Military Surgeons Hear VA Research Potential « « 


ENDORSEMENT OF HEALTH PROGRAMS 
BY STATE HEALTH OFFICIALS 


Salk Vaccine.—The first public endorsement of ex- 
tension of the Salk vaccine grants program for another 
year has been made by state and territorial health 
officers. This was one of the recommendations durin 
their annual conference in Washington, D. C., wit 
the surgeon general of the Public Health Service and 
the chief of the U. S. Children’s Bureau. Without elab- 
oration, the group voted that “the federal government 
should continue its financial participation in the polio- 
myelitis vaccine program for the next fiscal year.” 

Dr. Leroy Burney, PHS surgeon general, earlier in 

the session spoke at length on the poliomyelitis pro- 
gram, but he took no stand on whether it should be 
extended beyond next June 30. He noted that for the 
first time since the vaccine was introduced manu- 
facturers report they have on hand more than 17,- 
000,000 cc. cleared and undistributed. He estimated 
total cases of the disease by the end of this year will 
amount around 16,000, the lowest since 1947. 
He said it would seem reasonable to assume that 
vaccination has played an important part in holding 
down incidence of paralytic poliomyelitis this year. 
With a good supply on hand he said that now is the 
time to protect the unprotected—infants and preschool 
children, elementary and high school children, college 
students and expectant mothers—and to complete the 
three-injection schedule. 

Funds for Health.—State health officials also made 

the following recommendations: (1) extension of the 
Hill-Burton hospital construction program for another 
five years beyond June 30, 1958, with the full authori- 
zation of 210 million dollars for funds for both the 
basic and the clinic-nursing home programs; (2) an 
increase in funds for water pollution control construc- 
tion grants, from the present 50 million dollars a year 
to 100 million dollars, and a total authorization of at 
least 1 billion dollars; similarly an increase in funds 
for air pollution control; (3) development by the PHS 
of legislation dealing specifically with the prevention 
and control of chronic disease and the promotion of 
the health of the aged, including a state grant-in-aid 
program; and (4) promotion by the PHS of a bill that 
would permit the PHS to cooperate with communities 
in construction of hospitals jointly serving Indians and 
non-Indians and that would make ti Be to non- 
Indians space in existing Indian hospitals as well as 
medical services, subject to proper safeguards for 
rights of the Indians. 
The Association of State and Territorial Health Off- 
cers meeting at the same time recommended that its 
president name a committee for long-range planning 
in public health, including promotion of legislation. 
The association elected these officers: Drs. Franklin D. 
Yoder, Wyoming state health officer, president; Her- 
man Hilliboe, New York, vice-president; and Mack L. 
L. Shanholtz, Virginia, secretary-treasurer. 


From the Washington Office of the American Medical Association. 


ELECTIONS AND HEALTH PROGRAMS 


With at least another two years of coalition govern- 
ment ahead, the Democrats are set to organize the 
House and Senate again starting Jan. 3. Excepting the 
House Interstate and Foreign Commerce Committee, 
all committees concerned in varying degree with 
health matters will be headed by the same chairmen 
as in the 84th Congress. Rep. Oren Harris (D., Ark. ) 
will assume the full chairmanship of the Interstate 
Committee in ye to replace Rep. Percy Priest 
(D., Tenn.) who died after the adjournment of the 
84th Congress. 

The elections brought the defeat of a veteran mem- 
ber of the House Armed Services Committee, Rep. 
Dewey Short (R., Mo.). He played a part in the last 
Congress in the bill commissioning osteopaths in the 
armed services. Returned to the Congress after a lapse 
of two years is Dr. Will Neal (R., W. Va.). This brings 
the total of physicians in the 85th Congress to five. 
The others are Drs. Ivor Fenton (R., Pa.), Antonio 
Fernos-Isern of Puerto Rico, Walter Judd (R., Minn. ), 
Arthur Miller (R., Neb.), and Thomas Morgan (D., Pa.). 

Chairmen of the committees important to the med- 
ical profession for the upcoming session include Sen- 
ators Lister Hill of Alabama, Labor and Public Wel- 
fare; Richard Russell of Georgia, Armed Services; 
Harry Byrd of Virginia, Finance; Olin Johnston of 
South Carolina, Post Office and Civil Service; and 
John McClellan of Arkansas, Government Operations. 
Those in the House include Representatives Jere Coop- 
er of Tennessee, Ways and Means; Carl Vinson of 
Georgia, Armed Services; Olin Teague of Texas, Vet- 
erans Affairs; Tom Murray of Tennessee, Post Office 
and Civil Service; and William Dawson of Illinois, 
Government Operations. 

There is every reason to believe that with the Presi- 
dent barred by constitutional amendment from a third 
term, Democrats in Congress will look carefully into 
any medical or other domestic bills proposed by the 
administration. At the same time Democrats may be 
expected to press for their own program with an eye 
on retaining control of Congress in 1958 and recap- 
turing the presidency in 1960. 


OSTEOPATHS IN THE ARMED FORCES 


The Department of Defense has laid down the rules 
it will apply to commissioning of osteopaths as military 
medical officers, an authorization voted by the last 
Congress. To be eligible for a commission, an osteo- 
path must meet the following requirements, among 
others: 1. He must be a graduate of a college of oste- 
opathy “whose graduates are eligible for licensure to 
practice medicine or surgery in a majority of the states, 
and be licensed to practice medicine, surgery, or oste- 
opathy in one of the states or territories of the United 
States.” 2. He must be recommended by one of the 
three military surgeons general and “possess such 
qualifications as the secretary concerned may pre- 
scribe.” 3. He must have completed (a) a minimum of 
three years of college work prior to entering college of 
osteopathy, (b) a eencieas course with a degree of 
doctor of osteopathy from a school approved by the 
American Osteopathic Association, and (c) 12 months 
or more of internship or residency training approved by 
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the American Osteopathic Association. The regulations 
were signed by Dr. E. H. Cushing, deputy Assistant 
Secretary of Defense for health and medical matters. 


CIVIL DEFENSE 


The country’s civil defense casualty care program is 
undergoing a reevaluation by a 10-man medical task 
force. The group will make recommendations for de- 
fining the broad scope of medical care in the event of 
enemy attack on the nation and also will review lists 
of civil defense medical supplies and equipment and 
their functional packaging. The Federal Civil Defense 
Administration explained that the reevaluation stems 
from two logistical field tests of the casualty care pro- 
gram that centered around the agency’s 200-bed emer- 
gency hospital. The first test was staged by the 68th 
Medical Group at Fort George G. Meade, Md., last 
April, when over 400 simulated casualties were proc- 
essed through the hospital. A second test was held in 
June at Fort Sam Houston, Texas, with the Brooke 
Army Medical Center and the Army Medical Service 
School staffs. A simulated bomb drop produced 823 
casualties, who were processed through collection 
points, treatment centers, and an emergency hospital. 

The agency found it would have to plan for a larger 
number of immediate casualties and provide care for a 


period after an attack than previously planned. 


Earlier assumptions of the FCDA were based on car- 
ing for casualties for a three-week period after an 
attack. The 10-man committee includes Col. Joseph R. 
Schaeffer, Walter Reed Army Research Institute; Dr. 
James B. Mason, American College of Surgeons; Dr. 
Harold C. Lueth, Chairman, American Medical Asso- 
ciation Committee on Civil Defense; Dr. Max E. 
Lichter, member of the A. M. A. Committee; Dr. 
Max M. Van Sandt, director of the FCDA medical 
care division; Milton C. Skolaut, U. S. Clinical Center; 
Major Harriet C. Werley and Capt. Eveline C. 
Hughes, Walter Reed Research Institute staff; Ruth C. 
Smith, director of Nurses, Delaware County Hospital; 
= Margaret K. Schaefer, chief nurse, FCDA health 
office. 


LONG-TERM RESEARCH 


The Public Health Service has announced the start 
of a broad coordinated research program that will 
seek to identify factors responsible for cerebral palsy, 
mental retardation, blindness, and deafness. The col- 
laborative study is expected to take 10 to 20 years to 
complete, and at its peak more than 6,000 persons will 
be studied annually. Data to be collected by some 10 
participating medical institutions will include com- 
plete family history, pregnancy and prenatal histories, 
a detailed account of events at birth, and a complete 
engney and psychological history of each child during 

is initial stay at the hospital. 

Infants who show signs of stress, defects in develop- 
ment, or neurological problems will be selected for 
follow-up and will receive periodic psychological and 
neurological examinations. The PHS expects that the 
studies will clarify the role of heredity, brain injury 
and brain hemorrhage, lack of oxygen, difficulty in 
breathing, prenatal and postnatal infections, and ane- 
mia of the newborn infant in the development of neu- 
rological disorders. 

Awards of more than $700,000 for a four-year study 
in this field have been announced for Yale University 
School of Medicine and Brown University. Yale’s grant 
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for the first year is $107,799 and Brown’s, $97,633. 
More than a million dollars a year will be awarded 
under the collaborative program that is being coordi- 
nated by the National Institute of Neurological Dis- 
eases and Blindness. The institute will analyze all data 
obtained from the participating medical centers. 

The study at Yale will be under the general direc- 
tion of Dr. Gilbert H. Glaser, associate professor of 
ro and the study at Brown, under Dr. Eric 
Denhoft, medical director of the Meeting Street 
School, institution for the crippled. Studies at Brown 
will be made through the Cerebral Palsy Clinic at 
Rhode Island Hospital and the Providence Lying-In 
Hospital. 


RESEARCH BY THE VA 


The Veterans Administration has a serious responsi- 
bility to carry out medical research in the disabilities 
and diseases of the aging veteran population, accord- 
ing to the deputy chief medical director of the VA. Dr. 
Roy A. Wolford, addressing the 63rd annual —s 
of the Association of Military Surgeons of the Unite 
States, noted that diseases of older veterans are pri- 
marily of a chronic nature and usually require long- 


term hospitalization. 


He stated: “There has been a significant increase in 
the number of veterans hospitalized with heart disease, 
respiratory difficulties and diseases of the blood ves- 
sels, cancer, diseases of the digestive and genito- 
urinary system, arthritis and other bone and _ joint 
disorders. Their great number provides the Veterans 
Administration an opportunity to investigate these 
diseases in order to be able to offer more effective 
methods of diagnosis, treatment and rehabilitation. 
Nowhere else in the world are found patients in all 
stages of these diseases in such large number or under 
conditions so suitable for clinical investigation as in 
Veterans Administration hospitals.” 

Col. Sheldon S. Brownton of the office of the Assist- 
ant Secretary of Defense for health and medical affairs 
outlined the Defense Department program for en- 
couraging medical schools to include in their curricu- 
lums those phases of medicine encountered in disaster 
situations, both military and civilian. He said that the 
Public Health Service and the Federal Civil Defense 
Administration are now providing funds for this pro- 
gram along with the Defense Department. 

The delegates to the meeting elected Col. Amos R. 
Koontz as president, and these vice-presidents: Col. 
Charles R. Mueller, Brig. Gen. H. H. Twitchell, Major 
Gen. Wallace H. Graham, Dr. John W. Cronin, and 
Major Gen. James P. Cooney. 


PERSONNEL 


Dr. Martha May Eliot is retiring at the end of this 
year as chief of the United States Children’s Bureau, 
Department of Health, Education, and Welfare. Dr. 
Eliot, who has been chief of the bureau since 1951, 
will become professor of maternal and child health at 
Harvard University. . . . Forrest E. Linder, Ph.D., for- 
merly with the United Nations Statistical Office, has 
been appointed director of the government’s new pro- 
gram for annual surveys of illness and disability in the 
U. S. The program was authorized by the last Con- 
gress, and $700,000 is available this fiscal year. Dr. 
Linder, who received a doctor of philosophy degree 
from Iowa State University, was one-time deputy chief 
of the U. S. Office of Vital Statistics. 
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CORRECTS MOST TYPES OF CONSTIPATION 


Metamucil’ 
Blends with the 
Intestinal Contents, 
Soothes the Mucosa 


Metamucil is highly refined; 


it stimulates the bowel 


musculature, not the mucosa. 


When you specify Metamucil in con- 
stipation management you are select- 
ing a product which has been highly 
purified by means of a complete 
process of refinement. 

All possible irritants (rough parts 
of the psyllium seed, undesirable oils 
and similar materials) are discarded 
during the refining process. A rela- 
tively small quantity of purified mu- 
cilloid powder is the result. To this is 
added an equal weight of pure anhy- 
drous dextrose to insure complete dis- 
persion in the colon, 

Such meticulous preparation as- 
sures that only the bulk-producing 
mucilloid portion of the psyllium 
seed remains and that Metamucil will 
act as a purely “physiologic” con- 
stipation corrective, providing bland 
distention to stimulate the bowel 
muscularis. 

The Metamucil mixture (formed by 
adding water to Metamucil) elicits 
gentle colonic reflex peristalsis. Evac- 
uations are normally formed and are 
not irritating. The bowel stimulation 
imparted by Metamucil is only suffi- 
cient to clear the colon of its contents; 
patients are not annoyed by the re- 


peated diarrheal evacuations that re- 
sult from mucosal irritation by drastic 
cathartics. 

The blandness of Metamucil makes 
it an excellent choice for constipation 
associated with a soft diet, constipa- 
tion of pregnancy and in the aged and 
as an aid in reestablishing normal 
bowel habit after anorectal surgery. 
Daily use of Metamucil for a limited 
time will often return an atonic colon 
to normal function. 

Metamucil® is the highly refined 
mucilloid of Plantago ovata (50%), 
a seed of the psyllium group, com- 
bined with dextrose (50%) as a dis- 
persing agent. It is supplied in con- 
tainers of 1 pound—also 4 ounces and 
8 ounces. 

G. D. Searle & Co., Chicago 80, 
Illinois, Research in the Service of 
Medicine. 
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... use The Journal AMA 


classified advertisements 


THE JOURNAL’s Classified columns are being used regularly and with an outstanding 
record of proven success! Write for rates on personal and commercial classified ads. 
For current issue, ad must reach us by Friday Noon, 15 days in advance. 
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JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET 

CHICAGO 10, ILLINOIS 


ee 
eee 
eeeoe q 
eeece0e 4 
7 
eseeeese0d 
q 
eos 
d 
eeeeede 
eeeeee 
eeeesd 
eee 
ee 


Exploit fully the use of salicylates in arthritis—give 
steroids in minimal doses—combine salicylates with 
corticosteroids for additive antiarthritic effect—this is 
the program Spies’ advocates in a recent article in the 
Journal of the American Medical Association. 

Treatment of rheumatoid arthritis demands a “highly 
individualized program,” Spies’ writes. The additive 
action of salicylates permits use of smaller amounts 
of hormones, thus lessening or eliminating their well- 
known side effects. ““A proper mixture of salicylates 
and corticosteroids produces an effective antirheumatic 
agent in many cases.””* 

Suit your treatment to your individual arthritic 
patient. Use the hormone you prefer, in the dosage 


FLEXIBLE ARTHRITIS THERAP 
with BUFFERIN’ 


you think best, but for better results combine it with 
BUFFERIN, a Salicylate preparation proved to be well 
tolerated by arthritics.’ 

BUFFERIN contains no sodium, a marked advan- 
tage when cardiorenal complications make a salt- 
restricted diet necessary. 

Each BuFFERIN tablet contains 5 grains of acetyl- 
salicylic acidand the antac- 
ids magnesium carbonate 
and aluminum glycinate. 


REFERENCES: 


1. J.A.M.A. 159:645 (Oct. 15) 1955. 
2. J.A.M.A. 158: 386 (June 4) 1955. 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, N. Y. 


| 
A 
| 
| 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7. 
1957 Clinical Meeting, Philadelphia, Dec. 3-6. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 


AMERICAN ACADEMY OF DENTAL Mepictnge, Hotel New Yorker, Dec. 2. 
Dr. George Witkin, 45 South Broadway, Yonkers 2, New York, Secretary. 

AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, Palmer House, 
Chicago, Dec. 8-13. Dr. James R. Webster, 55 East Washington St., 
Chicago 2, Secretary. 

AMERICAN COLLEGE oF CARDIOLOGY, Interim Session, Webster Hall Hotel 
and Mellon Institute, Pittsburgh, Nov. 28-30. Dr. Philip Reichert, Em- 
pire State Building, New York 1, Secretary. 

AMERICAN COLLEGE oF CHEsT PuysiciAns, Interim Session, Seattle, Nov. 
25-26. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, Execu- 
tive Director. 

AMERICAN FRACTURE AssociaTIon, Drake Hotel, Chicago, Nov. 29-Dec. 2. 
Dr. Homer D. Junkin, Paris Hospital, Paris, Illinois, Secretary. 

AMERICAN RHZUMATISM ASSOCIATION, Interim Session, National Institute 
of Health, Bethesda, Md., Nov. 30. Dr. Edward F. Hartung, 580 Park 
Avenue, New York 21, Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL DisgEAseEs, Hotel 
Roosevelt, New York, Dec. 7-8. Dr. Rollo J. Masselink, 700 West 168th 
St., New York 32, Secretary. 

Connecticut CxiinicaL Concress, Hotel Statler, Hartford, Dec. 5-6. For 
information address: Connecticut State Medical Society, 160 St. Ronan 
St., New Haven, Conn. 

NATIONAL ASSOCIATION FOR MENTAL HEALTH, INC., Washington, D. C.. 
Nov. 29-Dec. 1. Mr. Richard P, Swigart, 1790 Broadway, New York 1%. 
Executive Director. 

NEUROSURGICAL SocrETY OF AMERICA, Palm Springs, Caiif. Jan. 16-19. 
Dr. Frank P. Smith, Strong Memorial Hospital, Crittenden Blvd., 
Rochester, N. Y. 

PvcertTo Kico Mepica. Association, San Juan, Dec. 4-9. Dr. Rafael Gil, 
Box 9111, Santurce, Secretary. 

RADIOLOGICAL oF NortuH AMERICA, Palmer House, Chicago, Dec. 
2-7. Dr. Donald S. Childs, 713 East Genesee St., Syracuse 2, N. Y., 
Secretary. 


REGIONAL MEETINGS: 

AMERICAN COLLEGE OF PHYSICIANS: 
Colorado, Colorado Springs, Jan. 18-19, Dr. C. Wesley Eisele, 4200 
East 9th Ave., Denver 20, Chairman. 
Eastern Pennsylvania, Philadelphia, Jan. 18. Dr. Thomas M. Mc- 
Millan, 330 South Ninth St., Philadelphia 7, Governor. 
Kentucky-Tennessee, Nashville, Tenn., Dec. 8. Dr. Rudolph H. Kamp- 
meiei, Vanderbilt University Hospital, Nashville, Tenn., Governor. 
Michigan, Ann Arbor, Dec. 1. Dr. H. Marvin Pollard, Ann Arbor, 
Mich., Governor. 
North Carolina, Chapel Hill, Dec. 6. Dr. Elbert L. Persons, Duke 
Hospital, Durham, N. C., Governor. 

AMERICAN COLLEGE OF SURGEONS: 
Puerto Rico, San Juan, Caribe-Hilton Hotel, Jan. 17-18. Dr. Jose A. 
Noya Benitez, 301 Avenue de Diego, Santurce, P. R., Chairman. 

SOUTHERN SURGICAL ASSOCIATION, Boca Katon Club and Hotel, Boca Raton, 
Fla., Dec. 4-6. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 
Secretary. 

SOUTHERN THORACIC SURGICAL AssociIATION, Hotel Fontainebleau, Miami 
Beach, Fla., Dec. 7-9. Dr. Hawley H. Seiler, 442 West Lafayette St., 
Tampa 6, Fla., Secretary. 

WESTERN SuRGICAL AssociATION, Netherlands Plaza Hotel, Cincinnati, 
Nov. 29-Dec. 1. Dr. John T. Reynolds, 612 North Michigan Blvd., 
Chicago 11, Secretary. 


FOREIGN AND INTERNATIONAL 

ASSEMBLY OF ASSOCIATION OF FRENCH SPEAKING Doctors, Great Hall, 
Faculty of Medicine, 85 Boulevard Saint-Germain, Paris, France, Oct. 
16-18, 1957. For information address: General Secretary, Congrés Fran- 
cais de Médecine, Prof. G. Boudin, Paris, France. 

BaHaAMaAs MepicaL CONFERENCE, Princess Margaret Hospital, Nassau, 
Bahamas, Dec. 1-15, 1956. For information address: Dr. B, L. Frank, 
4th Floor, 550 Fifth Avenue, New York 36, New York, U. S. A. 

CANADIAN MEDICAL AssociAT1IoNn, Edmonton, Alberta, Canada, June 17-21, 
1957. Dr. A. D. Kelly, 150 St. George Street, Toronto 5, Ont., Canada, 
General Secretary. 

CoLLece or GENERAL Practice, Sheraton-Mt. Royal Hotel, Montreal, 
P. Q., Canada, March 4-6, 1957. Dr. W. V. Johnston, 176 St. George St., 
Toronto 5, Ont., Canada, Executive Director. 

CONFERENCE OF ALL INDIA MepIcaAL LICENTIATES AssocIATION, Delhi, 
India, Dec. 18-20, 1956. Dr. B. B. Lal Dikshit, Dikshit Niwas, Rakabganj, 
Agra., India, Secretary. 

ConGREss OF FRENCH Society OF OPHTHALMOLOGY, Paris, France, May 
12-16, 1957. Dr. Marcel Kalt, 81 rue Saint-Lazare, Paris 9e, France, 
Secretary. 

ConGrREssS OF INTERNATIONAL ANESTHESIA RESEARCH Society, Phoenix, 
Ariz., U. S. A., April 1-4, 1957. For information address: Dr. A. William 

Friend, Wade Park Manor, Cleveland 6, Ohio, U. S. A. 
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CoNGRESS OF INTERNATIONAL ASSOCIATION FOR STUDY OF THE BRONCHI, 
Lisbon, Portugal, May 25-26, 1957. For information address: Prof. F. 
Lopo de Varvalho, 138 rua de Junqueira, Lisbon, Portugal. 

ConGRESS OF INTERNATIONAL SocreTy FoR CELL BioLocy, St. Andrews, 
Fife, Scotland, Aug. 28-Sept. $3, 1957. Prof. H. G. Callan, Bell Pettigrew 
Museum, The University, St. Andrews, Fife, Scotland, Secretary General. 

ConcrEss OF INTERNATIONAL SociETY OF ORTHOPEDIC SURGERY AND 
TrauMaATo.ocy, Barcelona, Spain, Sept. 16-21, 1957. For information 
address: International Society of Orthopedic Surgery and Traumatology, 

’ $4, rue Montoyer, Brussels, Belgium. 

ConGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Mexico City, Mexico, 
Oct. 27-Nov. 2, 1957. Dr. L. Dejardin, 141, rue Belliard, Brussels, 
Belgium, General Secretary. 

Concress OF INTEKNATIONAL UNION AGAINST TUBERCULOSIS, New Delhi, 
India, Jan. 7-11, 1957. For information address: International Union 
Against Tuberculosis, 15 rue Pomerue, Paris 16e, France. 

Frencn Concress oF OTOLARYNGOLOGY, Faculte de Medecine de Paris, 
Paris, France, Oct. 15-18, 1957. For information address: Administrative 
Secretary, French Congress of Otolaryngology, 17, Rue de Buci, Paris, 
France. 

Heats Concress or Royat SOCIETY FOR THE PROMOTION OF HEALTH, 
Folkestone, Kent, England, April 30-May 3, 1957. Mr. P. Arthur Wells, 
90 Buckingham Palace Road, London, $.W.1, England, Secretary. 

tNTER-AMERICAN CONGRESS OF PAN AMERICAN MEDICAL ASSOCIATION, 
Mexico City, Mexico, Nov. 18-22, 1957. Dr. Joseph J. Eller, 745 Fifth 
Ave., New York 22, N. Y., U. S. A., Executive Director. 

INTERIM CONGRESS OF PAN AMERICAN ASSOCIATION OF OPHTHALMOLOGY, 
Hotel Statler, New York, N. Y., U. S. A., April 7-10, 1957. Dr. Brittain 
F, Payne, 17 East 72nd Street, New York 21, N. Y., U. S. A., President. 

INTERNATIONAL CONFERENCE ON AuDIioLoGy, Chase Hotel, St. Louis, Mo., 
U.S. A., May 18-16, 1957. For information address: Dr. S. Richard 
Silverman, Central Institute tor the Deaf, 818 South Kingshighway, 
St. Louis, Mo., U.S. A. 

INTERNATIONAL CONFERENCE ON THE INFLUENCE OF LIVING AND WORKING 
ConpiT1ons ON HEALTH, Cannes, France, Sept. 27-29, 1957. For infor- 
mation address: Secretariat, World Congress ot Doctors, Vienna 1, 
Wollzeile 29/3, Austria. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Brussels, Belgium, 
July 15-20, 1957. Prof. M. Welsch, Service de Bacteriologie et de 
Parasitologie, Universite de Liege, 32 Blvd., de 1a Constitution, Liege, 
Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF DERMATOLOGY, Stockholm, Sweden, July 31- 
Aug. 6, 1957. Dr. C. H. Floden, Karolinska, Sjukhuset, Hudkliniken, 
Stockholm 60, Sweden, Secretary General. 

INTERNATIONAL CONGRESS OF ELECTROENCEPHALOGRAPHY AND CLINICAL 
NEvuROPHYSIOLOGY, Brussels, Belgium, July 21-28, 1957. For information 
address: Dr. R. G. Bickford, Mayo Clinic, Rochester, Minnesota, U. S. A. 

INTERNATIONAL CONGRESS OF EUROPEAN SociETY OF HAEMATOLOGY, 
Copenhagen, Denmark, Aug. 26-31, 1957. Dr. Aage Videbask, Bleg- 
damsvej 11, Copenhagen, Denmark, Secretary General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF ANGIOLOGY, 
Mexico City, Mexico, Oct. 29-Nov. 2, 1957. Dr. H. Haimovici, 105 East 
90th Street, New York 28, New York, U. S. A., Secretary General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF BRONCHO- 
ESOPHAGOLOGY, Philadelphia, Pennsylvania, U. S. A., May 12-13, 1957. 
Dr. Chevalier L. Jackson, 3401 North Broad St., Philadelphia 40, Penn- 
sylvania, U.S. A., Secretary. 

INTERNATIONAL CONGRESS ON MEDICAL AND SCIENTIFIC FiLM, Palace of 
Expositions at the Valentino, Turin, Italy, June 1-9, 1957. For information 
address: Secretariat, Minerva Medica. Corso Bramante 83-85, Turin, Italy. 

INTERNATIONAL CONGRESS ON MEDICINE AND SURGERY, Palazzo of Exposi- 
tions at the Valentino, Turin, Italy, June 1-9, i957. For intormation 
address: Segreteria Generale, Minerva Medica. Corso Bramante 83-85, 
Turin, Italy. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, 
Beograd and Opatija, Yugoslavia, Sept. 29-Oct. 5, 1957. Colonel Dr. 
Aleksandar Mezic, rue Nemanjina 15, Beograd, Yugoslavia, Secretary 
General. 

INTERNATIONAL CONGRESS OF NEUROLOGICAL SCIENCES, Brussels, Belgium, 
July 21-28, 1957. For information address: Dr. Pearce Bailey, National 
Institute of Health, Bethesda 14, Maryland, U. S. A. 

INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, Brussels, Belgium, July 
21-28, 1957. Dr. Ludo Jan Bogaert, 47 rue de |’Harmonic, Antwerp, 
Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF NeEvuROSURGERY, Brussels, Belgium, July 
21-28, 1957. For information address: Dr. William B. Scoville, 85 Jef- 
terson Street, Harttord, Connecticut, U. S. A. 

INTERNATIONAL CONGRESS OF NuTRITION, Paris, France, July 24-29, 1957. 
For information address: Congress International de Nutrition, 71 Blvd. 
Pereire, Paris 17e, France. 

INTERNATIONAL CONGRESS ON OcCcUPATIONAL HEALTH, Helsinki, Finland, 
July 1-6, 1957. Dr. Pentti Sumari, c/o Tyoter Veyslaitos, Haattmaninkatu 
1, Helsinki-Toolo, Finland, Secretary General. 

INTERNATIONAL CONGRESS OF OTOLARYNGOLOGY, Hotel Statler, Washing- 
ton, D. C., U. S. A., May 5-10, 1957. Dr. Paul H. Holinger, 700 North 
Michigan Ave., Chicago 11, Illinois, U. S. A., General Secretary. 

INTERNATIONAL CONGRESS OF PHOTOBIOLOGY, Torino, Italy, Jume 2-8, 1957. 
For information address: Prof. Enrico Benassi, Dept. of Radiology, Uni- 
versity of Torino, Torino, Italy. 

INTERNATIONAL CONGRESS ON RHEUMATIC DisEAsEs, Toronto, Ont., Can- 
ada, June 23-28, 1957. For information address: International Congress 
on Rheumatic Diseases, P. O. Box 237, Terminal “A,” Toronto, Ont., 
Canada. 

INTERNATIONAL CONGRESS FOR SocIAL MeEpiciNE, Vienna, Austria, May 
31-June 2, 1957. Secretariat: Prof. Dr. T. Antoine, Vienna 9, Spitalgasse 
23, Austria. 

INTERNATIONAL GERONTOLOGICAL CoNnGrEss, Merano-Bolzano, Italy, July 
14-19, 1957. For information address: Segreteria, Quarto Congresso 
Internazionale de Gerontologia, Viale Morgagni, 85, Firenze, Italy. 


(Continued on page 29) 
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strikingly effective for patients 


bronchial asthma 
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(PREDNISONE) 


prompt control of bronchospasm and dyspnea; 
, permits effective cough and bronchial drainage; cy 
improves vital capacity and pulmonary function; 
| facilitates adjunctive therapy; hastens rehabilitation; _ ~ ee 
ietary regulations usually unnecessary; — 


minimizes incidence of electrolyte disturbance ott 


METICORTEN,* brand of prednisone. *T. M. 
1, 2.5 and 5 mg. tablets. MC-J-2876 


METICORTEN 
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Medical-Journal Report: 


Hypertensive symptoms relieved 
in 96% of patients 


“Comparison of pentolinium [ANSOLYSEN] with other preparations in 25 
patients with severe essential hypertension . . . showed that pentolinium 
is . . . most effective ... in reducing dangerously high blood pressure to 
the desired levels, and in modifying some of the complications of hyper- 
tension, as cardiac decompensation, cardiomegaly and retinopathy... . 


“In 96 per cent (24 patients) clinical symptoms were relieved and the 
blood pressure maintained at comfortable levels. ...’” 


TARTRATE Pentolinium Tartrate 
Lowers Blood Pressure 


1. Albert, A., and Albert, M.: Am. Pract. & 
Dig. Treat. 7:986 (June) 1956. 


Wyeth 


Philadel phia 1, Pa. 
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INTERNATIONAL LEAGUE AGAINST EPrILepsy, Brussels, Belgium, Pa 21-28, 
1957. Dr. Radermecker, Institut Bunge, 59 rue Philippe Milliot, Berc’ 
Antwerp, Belgium, Secretary General. 

INTERNATIONAL NEvROLOGICAL Concress, Brussels, Belgium, July 21-28, 
1957. Dr. Ludo van Bogaert, Institut Bunge, 59 rue Philippe Milliot, 
Berchem, Antwerp, Belgium, Secretary General. 

INTERNATIONAL SCIENTIFIC CONGRESS OF INTERNATIONAL COLLEGE OF 
SurRGEONS, University City, Mexico, D. F., Mexico, Feb. 24-28, 1957. For 
information address: Secretary, Mexican ‘Congress, International College 
of Surgeons, 1516 Lake Shore Drive, Chicago 10, Ill., U. S. A. 

INTERNATIONAL SocrETY OF GEOGRAPHICAL PaTHOLOGY, Paris, France, 
July 9-12, 1957, Dr. Fred C. Roulet, Hebelstr. 24, Basel, Switzerland, 
Secretary General. 

INTERNATIONAL SOCIETY FOR THE WELFARE OF CripPLes, London, Eng- 
land, July 22-27, 1957. For information address: Miss M. Drury, 34 
Eccleston Square, London S.W.1, England. 

INTERNATIONAL SYMPOSIUM ON MEDICAL-SOCIAL ASPECTS OF SENILE 
Nervous DisEasEs, Venice, Italy, July 20-21, 1957. For information 
address: Secretariate, Viale Morgagni 85, Firenze, Italy. 

INTERNATIONAL VOICE CONFERENCE (LARYNGEAL RESEARCH FUNCTION 
AND THERAPY), Chicago, Illinois, U. S. A., May 20-22, 1957. For in- 
formation address: Dr. Hans von Leden, 30 North Michigan Ave., Chi- 
cago 2, Illinois, U. S. A. 

NEURORADIOLOGIC SyMpPposiuM, Brussels, Belgium, July 21-28, 1957. For 
information address: Professor Melot, Hépital Universitaire St. Pierre, 
Brussels, Belgium, Secretary General. 

Pan AMERICAN CoNnGRESS ON CANCER CyTOLocy, Eden Roc Hotel, Miami 
Beach, Fla., U. S. A., April 25-29, 1957. Dr. J. Ernest Ayre, 1155 N.W. 
14th St., Miami, Fla., U. S. A., General Chairman. 

WiLt1AM Harvey TERCENTENARY CONGRESS, Royal College of Surgeons, 
London, England, June 3-7, 1957. Dr. D. Geraint James, Harveian 
Society of London, 11 Chandos St., Cavendish Square, London, W.1, 
England, Honorary Secretary. 

Wor.p Concress For ACUPUNCTURE, Vienna, Austria, May 25-28, 1957. 
For information address: Austrian Association for Acupuncture, XV, 
Schwenderstrasse 57, Vienna, Austria. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JourRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Sunday, Dec. 2 
ABC-TV, 4:30 p. m. EST. “Medical Horizons” will highlight 
the role of the bacteriologist in a live telecast from the National 
Jewish Hospital, Denver. The program is produced with the 
cooperation of the American Medical Association. 


MAGAZINES 


Saturday Evening Post, Nov. 17, 1956 
“First Aid for Alcoholics,” by Milton Silverman 
The author says that a half-dozen drugs originally intro- 
duced to control a variety of mental ailments have “revolu- 
tionized the treatment of acute alcoholism and _ their 
continued use has helped to keep thousands of alcoholics 
from drinking.” 


Parade, Nov. 25, 1956 
“How Can We Get Them Out,” by Robert P. Goldman and 
Sid Ross 
In the third of a series of articles on mental patients who 
“do not belong” in hospitals, the authors report on what is 
being done by various groups to rescue the “mental DP’s.” 
Look, Dec. 11, 1956 
“Your Doctor’s New Conscience,” by Roland Berg 
The article presents a discussion of the revised Principles of 
Medical Ethics that will be up for consideration by the 
House of Delegates of the American Medical Association 
at its Seattle meeting. 
Coronet, December, 1956 
“The New Drug That Saves Premature Babies,” by Madelyn 
Wood 
“With its amazing ability to delay premature labor, Releasin 
may reduce infant deaths by 140,000 a year.” 
Parents, December, 1956 
“In Case of Nosebleed,” by Dorothy V. Whipple, M.D. 
Nosebleeds are common occurrences in childhood and 
seldom serious. This is a report on possible causes and means 
of controlling them. 
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in dandruff f 


Scalp 
before 
trectment. 


Scalp after 
using Fostex 
Cream as a 
therapeutic 
shampoo. 


anew 
simplified 
treatment for 
dandruff... 
seborrheic 
dermatitis... 
oily scalp 


Fostex Cream is a therapeutic shampoo to rid 
the itchy scaly scalp of dandruff...excess 
oil... seborrheic dermatitis.':? All the patient 
has to do is stop using his regular shampoo... 
start washing his scalp with Fostex Cream. 
Fostex is effective and well tolerated. 
Fostex does not contain selenium. 
Fostex effectiveness in seborrheic dermatitis is 
provided by Sebulytic,* a new combination 
of surface active cleansing and wetting agents 
with remarkable antiseborrheic, keratolytic 
and antibacterial action, enhanced by sulfur 
2%, salicylic acid 2% and hexachlorophene 1%. 
Fostex Cream, 4.5 oz. jar. 

Write us for samples and literature. 


References: 1. Robinson, A. M.: J. South Carolina M.A. 52: 253, 
1956. 2. Finnerty, E. F.: i. England J. Med. 255: 614, 1956. 


*Sodium lauryl] sulfoacetate, sodium alkyl aryl poly- 
ether sulfonate, sodium dioctyl sulfosuccinate. 


PHARMACEUTICALS 


Div. Foster-Milburn Company @ 460 Dewitt Street © Buffalo 13, N. Y. 


ve 


| 

| 

-HERE’S WHAT YOU SEE AFTER- 

TREATMENT WITH FOSTEX 

3 

CREAM 

| ; 

| 

| 


Structure of Vitamin B ,. 


Since ... August 1955 .. . our refinement of the structure of 
vitamin B, [has been carried] a critical stage further. Four more 
calculations of the electron density distribution have been made, 
one for the wet Bi crystals, two for air-dried B.z crystals and 
one for the hexacarboxylic acid. . . . The molecule that appears 
is very beautifully composed, not far from spherical in form, 
with all the more chemically reactive groups on its surface. . . . It 
is built around the two planes of the benziminazole nucleus and 
the central cobalt-containing nucleus, which are nearly at right 
angles to each other. The ribose ring turns in a position nearly 
normal to the benziminazole group, which permits its easy link- 
ing through the phosphate, propanolamine, and propionic acid 
residues to ring D of the planar group. The benziminazole 
nucleus is packed in on either side by the propionamide side- 
chains in the extended, staggered configuration, attached to 
rings A and B; the side-chains on ring C, in the gauche configura- 
tion, lies above the ribose ring. All the acetamide residues 
project from the opposite side of the nucleus to the propionamide 
residues, towards the cyanide group. It is an interesting point 
that one of them—that on ring B—swings round the carbon- 
carbon single bond from a position directed away from, to one 
in contact with, the cyanide group, when the crystals are re- 
moved from their mother liquor; this permits the rather closer 
packing of the molecules found in the air-dried crystals. 
Throughout the molecule . . . the atomic positions found con- 
form in a most convincing way with the stereochemical rules 
established by the study of simpler molecules.—Dr. D. Crowfoot 
Hodgkin, F. R. S., and others, Structure of Vitamin B.2, Nature, 
July 14, 1956. 


Rebuilding a Virus 

A few months ago a flurry of excitement was caused by news- 
paper stories about “creation of life in the test tube” at the 
University of California Virus Laboratory. Actually what the 
Laboratory had reported was something at once more specific 
and less romantic. Let us be clear about the scope of this work. 
It was found that after the tobacco mosaic virus had been split 
into its two components—protein and nucleic acid—these com- 
ponents could, under suitable conditions, recombine to form par- 
ticles which looked like the original virus and displayed its prop- 
erties: that is, the ability to infect and multiply in tobacco plant 
cells. The aim of these studies is not “creation of life” but an at- 
tempt to analyze the organization of biologically active structures 
in terms of chemistry. What we learn about viruses specifically 
helps in the fight against virus diseases. And the information we 
can gain about the chemistry of these organizations, which oc- 
cupy the no-man’s-land between the so-called living and non- 
living worlds, should improve our understanding of the line of 
evolution from mere molecules to living organisms. . . . 

The protein of the virus can be broken down by moderate 
chemical treatment into subunits, each of which is a single pep- 
tide chain containing about 150 amino acids. The subunit is 
being analyzed and parts of its structure have been worked out. 
In this form the protein is “denatured”: it has lost its stable, or- 
derly architecture, is insoluble and is incapable of recombining 
into the original protein complex. With gentler chemical treat- 
ment the protein of the virus can be separated from the nucleic 
acid in its “native” state. It then appears to be composed of five 
or six of the single-chain units, bonded together in a stable con- 
figuration. The native TMV protein is soluble in water and pos- 
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sesses a remarkable tendency to form a large aggregation of 
molecules. The character of this build-up is highly unusual. By 
virtue of special sites of “auto-affinity” on the sides, the protein 
molecules join together side by side. They must form structures 
like sectors of a pie, which then unite and pile up in a spiraling 
manner. Eventually they build up a supermolecule of a charac- 
teristic shape—the shape of a rod. . . . The protein rod alone does 
not behave like a virus—it is completely noninfectious. But if the 
protein is mixed in a slightly acid solution (between pH6 and 7) 
with freshly prepared nucleic acid, the two will combine into par- 
ticles which give every indication of being viruses. They are rods 
of the same diameter and length as the original virus. . . . 

It was found possible to separate the protein and nucleic acid 
components of different strains and to cross-combine them, form- 
ing active “hybrid” viruses. In each case the “hybrid” produced 
in test plants the disease symptoms characteristic of the parent 
virus that had supplied the nucleic acid. Regardless of their dif- 
ferences in protein, the hybrid virus preparations appeared to 
cause the same disease so long as they contained the same nucleic 
acid, This clearly demonstrated what researchers had long sus- 
pected: The nucleic acid is the main carrier of genetic information 
from parent to offspring.—H. Fraenkel-Conrat, Rebuilding a 
Virus, Scientific American, June, 1956. 


Psychological Aspects of Schizophrenic Art 


An exhibition of paintings by patients under the diagnosis of 
schizophrenia was sponsored by the Institute of Contemporary 
Arts [in] London. . . . The dividing line between the art and 
imagery of mentally disordered patients and normal art is some- 
times difficult to find, and it might be suggested that pictures by 
these patients are quite ordinary to the artist, being comparable 
with his productions in phases of uncertainty and difficulty. 
Harmony of design and of coloring, coupled with emotional ex- 
pressiveness, are the essentials of good art. These qualities may 
be called qualities of organization. When they are successfully 
achieved the artist has found his aim and purpose, and has ex- 
pressed his aesthetic feelings convincingly. He will have passed 
through periods of difficulty and uncertainty, but will have solved 
his problems. Similarly, the mofe successful the patient’s work, 
from an aesthetic point of view, the further he will be from 
severe degrees of mental disorder. . . . In general, schizophrenic 
paintings tend to be bizarre and full of apparently meaningless 
and unrelated images, symbols and representations of people and 
objects. Disconnectedness and fragmentation are frequent, and 
certainly accord with or express the confusion of thoughts from 
which these patients suffer. Sometimes the pictorial images rep- 
resent hallucinations. In this collection, however, it was clear that 
every degree existed between the most confused and bizarre 
imagery on the one hand and pictures hardly differing from much 
of modern art on the other. Sir Herbert Read, in his introduction 
to the catalogue of the exhibition, pointed out that a schizoid 
personality is not necessarily pathological, and that most artists 
may be schizoid to some extent. They use their art as a mediation, 
a point of balance or equilibrium between the two divisions of 
their minds, the world of fantasy and the world of reality. In art 
productions when the point of balance is upset we see what he 
calls the raw material of art, the inner fantasies, in words or visual 
images. Just as the schizoid artist may be supposed to retain 
sanity by his aesthetic integration of fantasy and reality in his art, 
so painting helps the schizophrenic by giving him a method of 
linking his fantasy life with the outer world, The content of 
schizophrenic pictures might be duplicated readily in normal art, 
but the quality and degree of organization are usually inferior.— 
R. W. Pickford, Psychological Aspects of Schizophrenic Art, 
Scottish Medical Journal, June, 1956. 
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*..dioctyl sodium sulfosuccinate |Doxinate] 
results in restoration of normal function both 
in terms of stool consistency and frequency.” 


—CASS, L.J., AND FREDERIK, W.S.: AM. J. GASTROENTEROL. (DEC.) 1956. 


“Our results indicate that effective fecal soften- 
ing is generally adequate to permit correction 
of chronic constipation of the spastic type.” 
—FRIEDMAN, M.; AM. PRACT. & DIGEST OF TREATMENT (OCT.) 1956. 


(DIOCTYL SODIUM SULFOSUCCINATE, LLOYD) 


THE ORIGINAL DIOCTYL SODIUM 
SULFOSUCCINATE FOR TREATING CONSTIPATION 


DOSAGE: 
ADULTS-—2 or 3 soft gelatin green 60 mg. capsules daily. 


INFANTS—1 or 2 cc. Doxinate Solution 5% 
once daily-in milk, formula or fruit juice. 


DOXINATE® WITH DANTHRON IS 
FREQUENTLY PREFERRED IN: 


e Atonic Constipation 
e Chronic Functional Constipation 
e Geriatrics 


e Pre- and Post-Surgery 
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Typical Sanka Booth At Medical 
Conventions All Over The Country 


Remember how much you enjoyed it? 


You can be sure your patients will, too! 


“Instant Sanka is real coffee — delicious coffee!” 
That’s what you said at the medical conventions, when 
you tasted your first cup at the Instant Sanka booth. 


And how right you are, Doctor. Instant Sanka is not 
a coffee substitute. It’s 100% pure coffee—rich and 
full-bodied. Only the caffein has been removed. All 
the satisfying flavor is there for you to enjoy. 

Why not introduce your patients to satisfying Instant 
Sanka Coffee? If they’re sensitive to caffein, they'll be 
delighted to learn they don’t have to give up coffee— 


not if they switch to delicious Instant Sanka Coffee 
because Instant Sanka is 97% caffein-free. 


All pure coffee... 
97% caffein-free 


Product of 
General Foods 
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has many unique advantages as an antispasmodic- 
sedative... 


Butibel contains (per tablet or 5 cc.) : 


Butisol® Sodium 10 mg. ('/6 gr.) 
(Butabarbital Sodium, McNeil) 

“daytime sedative” with less risk of accumulation 

or development of tolerance. 


Ext. Belladonna 15 mg. (*/, gr.) 


Natural belladonna and Butisol have approxi- 
mately equal durations of action (no overlap- 
ping sedation or inadequate spasmolysis) . 


LABORATORIES, INC. 
Philadelphia 32, Pa. 
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LIST OF STATE MEDICAL ASSOCIATIONS 


SOCIETY PRESIDENT EXECUTIVE OFFICER ANNUAL MEETING 
Alabama, Med. Assn. of the State of|Grady O. Segrest, Mobile........ ove L. Cannon, P.O. Box 1788, Montgomery 4..........|Mobile, April 18-20 
Alaska Territorial Medical Assn...... Louis Salazar, Ketchikan.......... B. Wilkins, Anchorage June, 57 
Arizona Medical Association......... ALL Podolsky, .|D. W. Melick, 411 Security Yuma, Apr. 10-13 
Arkansas Medical Society............ Fount Richardson, Fayetteville....|Mr. Paui C. Schaefer, 215 Kelley "Bldg., Ft. Smith... boots Little Rock, 1957 
California Medical Association....... Donald A. Charnock, Los Angeles..|M: John Hunton, 450 Sutter St., San Francisco 8..... Los Angeles, Apr. 28-May 1 
Colorado State Medical Society...... George R. Buck, Denver............|Mr. H. T. Sethman, 835 Republic Bidg., Denver 2.....|Denver, Sept. 24-27 


Conneeticut State Medical Society.. 


.|Ralph T. Ogden, Hartford.......... 


Creighton Barker, 160 St. Ronan St., New Haven..... 


Delaware, Medical Society of......... G. M. Van Valkenburg, Georgetown|N. L. Cannon, 621 Delaware Ave., Wilmington........ 
District of Columbia, Med. Soe. of...|Ralph M. Caulk, Washington....... Mr. T. Wiprud, 1718 M St., N.W., Washington 6...... 
Florida Medical Association.......... Francis H. Langley, St. Petersburg|/Samel M. Day, P.O. Box 1018, Jacksonville 1........ 
Georgia, Medical Association of.....|Hal M. Davison, Atlanta....... ..-.|Mr. M. D. Krueger, 875 W. Peachtree St., N.E., Atlanta 
Hawaii Medical Association.......... A. Webster Boyden, Lihue......... Saturo Nishijima, 510 8. Beretania St., Honolulu..... 
Idaho State Medical Association..... age og A. Terhune, Burley........;Mr. Armand L. Bird, 364 Souna Bidg., Boise.......... 
Illinois State Medical Society........ Lee Stone, Chicago.............. Harold M. Camp, 224 S. Main St., Monmouth......... 
Indiana State Medical Association... Fiton R. Clarke, Kokomo.......... Mr. James A. Waxvener, 23 E. Ohio St., Indianapolis 4 
Iowa State Medical Society.......... Wendell L. Downing, Le Mars...... R. F- Birge, 529 36th St., Des Moines 12................ 
Isthmian Canal Zone, Med. Assn. of.|A. Vincente-Mastellari, Ancon...... E. R. Osterberg, Box “‘O,”’ Gorgas Hospital, Ancon... 
Kansas Medical Society............... Clyde W. Miller, Wichita............ Mr. Oliver E. Ebel, 315 W. Fourth St., Topeka........ 
Kentucky State Medical Association.|Richard R. Slucher, Louisville......|Mr. J. P. Sanford, 620 8. Third St., Louisville 2........ 
Louisiana State Medical Society..... Paul D. Abramson, Shreveport..... C. Grenes Cole, 1430 Tulane Ave., New Orleans 12...... 
Maine Medical Association............ Armard Albert, Van Buren........ D F. Hanley, Coe Infirm., Bowdoin Coll., Brunswick 
Maryland, Med. and Chir. Faculty of|William H. F. Warthen, Towson...| Everett 8. Diggs, 1211 Cathedral St., Baltimore....... 
Massachusetts Medical Society....... Howard F. Root, Boston....... ....| Robert W. Buck, 22 The Fenway, Boston 15........... 
Michigan State Medical Society...... William 8S. Jones, Menominee....... L. F. Foster, 606 Townsend St., Box 539, Lansing 15 


Minnesota State Medica! Association 
Mississippi State Medical Association 
Missouri State Medical Association. . 

Montana Medical Association........ 
Nebraska State Medical Association. . 

Nevada State Medical Association... 

New Hampshire Medical Society...... 
New Jersey, Medical Society of....... 
New Mexico Medical Society.......... 
New York, Med. Soc. of the State of 
N. Carolina, Med. Soc. of the State of 
North Dakota State Medical Assn... 
Ohio State Medical Association...... 
Oklahoma State Medical Association. 


Oregon State Medical Society........ 
Pennsylvania, Med. Soc. of State of. 
Puerto Rico Medical Association..... 
Rhode Island Medical Society......... 
South Carolina Medical Association. 
South Dakota State Medical Assn.. 

Tennessee State Medical Association. 
Texas Medical Association...... 
Utah State Medical Association... 
Vermont State Medical Society....... 


Virginia, Medical Society of.......... 
Washington State Medical Assn..... 
West Virginia State Medical Assn... 


Wisconsin, State Medical Society of.. 


H. O. Ricka, 
Carl F. Vohs, St. Louis............. 
Edward 8. Murphy, 
J. M. Woodward, Lincoln........... 
Louis C. Theobald, Exeter... séstes 
Lewis C. Fritts, Somerville Levene 
Stuart W. Adler, Albuquerque...... 
James Greenough, Oneonta......... 
Donald B. Koonce, Wilmington.... 
R. H. Waldschmidt, Bismarck...... 
Richard L. Meiling, Columbus...... 
H. M. McClure, Chickasha.......... 


James Z. Davis, Salt Lake City.. 
Philip H. Wheeler, Brattleboro..... 


James H. Berge, Seattle............ 
Athey R. Lutz, Parkersburg....... 


Wyoming State Medieal Society...... 


Mr. R. R. Rosell, 496 Lowry Med. Arts Bldg., St. Paul 2 


Mr. R. B. Kennedy, P.O. Box 4822, Jackson............ 
E. Royse Bohrer, 634 N. Grand Blvd., St. Louis 3...... 
a L. R. Hegland, P.O. Box 1692, Billings............ 

. B. Adams, 1315 Sharp Bidg., Li 
Mr. Nelson B. Neff, P.O. Box 188, 
W. H. Butterfield, 18 School St., Concord.............- 
Mr. Richard I. Nevin, 315 W. State St., ‘'renton 8..... 
Mr. R. R. Marshall, 221 W. Central Ave., Albuquerque 
W. P. Anderton, 386 Fourth Ave., New York 16....... 
Mr. James T. Barnes, 203 Capitol Club Bldg., Raleigh. 
Mr. Lyle Limond, Box 1198, Bismarck.................. 
Mr. C. 8. Nelson, 79 East State St., Columbus 15...... 


Mr. R. H. Graham, P.O. Box 9696, Shartel weenie: 
R. R. 1115 8.W. Taylor Portland 5.. 


.|H. B. Gardner, 230 State St., Harrisburg 
..|Mr. J. A. Sanchez, Box 9111, Santurce 
. Hagges Perry Jr., 154 Waterman St., Providence 6.. 


Meadors, 120 W. Cheves St, Florence....... 


| Mr. J. C. Foster, Ist Nat’l Bank Bldg. Sioux Falls.. 
Mr. E. Ballentine, 112 Louise Ave., Nashville 
.-|Mr. C. L Williston, 1801 N. Lamar Bivd., 


Austin..... 
-|Mr. H. Bowman, 428. Fifth East St., Salt Lake City 2 
Robert L. Richards, 128 Merchants Row, Rutland..... 


Mr. R. I. Howard, 1105 W. Franklin St., Richmond 20. 
Frederick A. Tucker, 1308 Seventh Ave., Seattle 1...... 
Mr. Charles Lively, Box 1031, Charleston 24........... 


Mr. C. H. Crownhart, P.O. Box 1109, Madison 1...... 


Mr. Arthur Abbey, Box 2036, Cheyenne 


Wilmington, Oct. 21-22 


Hollywood, May 5-8 
Savannah, Apr. 28-May 1 
Lihue, Kauai, May 5-8 
Sun Valley, June 16-19 
Chicago, May 21-24 
French Lick, Oct. 6-9 

Des Moines, Apr. 28-May 1 


Wichita, May 5-9 
Louisville, Sept. 17-19 
New Orleans, May 5-8 
Rockland, June 23-25 
Baltimore, May 1-3 
Boston, May 21-23 


St. Paul, May 13-15 


Kansas City, Mar. 31-Apr. 3 
Missoula, Sept. °57 
Omaha, May 13-16 


Santa Fe, May 15-17 
New York, Feb. 18-21 
Asheville, May 5-8 
Fargo, May 25-28 
Columbus, May 14-17 


Tulsa, May 5-8 
Portland, Oct. 2-5 


San Juan, Dec. 4-9 
.|Providenee, May 1-2 

Myrtle Beach, Apr. 30-May 2 
Sioux Falls, May 18-21 
Nashville, Apr. 7-10 
Dallas, Apr. 28-May 1 

Salt Lake City, Sept. 5-7 
Dixville Notch, N. H. 

Sept. 16-18 

Washington, D.C., Oct. 27-30 


W. Sulphur Springs, 
Aug. 22-24 
Milwaukee, May 7-9 


Moran, June 16-19 


“First, Mr. Barnes, we must test those reflexes.” 


‘ 
ak Russell H. Kaufman, Portland... 
: Robert L. Schaeffer, Allentown.. 
4 Jaime F. Pou, Hato Rey......... 
+ Charles L. Farrell, Pawtucket.... 
William H. Prioleau, Charleston. 
R. B. Wood, Knoxville............ : 
|Milford O. Rouse, Dallas......... 
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nudges your patient to sleep 


Nonbarbiturate. Gently calms the nervous insomnia patient, bringing tranquil 


sleep in 15-30 minutes. Wears off in about 5 hours, so 


patient normally awakens next day free of hangover. Obbott 
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Seisu 
quickest way to relieve the itching, scaling, 
burning of seborrheic dermatitis and dandruff. 
The first few Selsun applications control symptoms 
‘ —then each application keeps the scalp healthy up 
= to four weeks. Effective in 81-87% of seborrheic 
= dermatitis, 92-95% of dandruff cases. And Selsun 
is as simple to use as a shampoo. Sold only 


on prescription, Selsun Suspension 
comes in 4-fluidounce plastic bottles. Obbott 


Selenium Sulfide, Abbott 
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and 
after 


surgery... 


antibacterial protection 
with negligible tissue toxicity 


FURACIN has a unique mode of action—through disruption of the 
enzymatic metabolism of bacteria—with little or no effect on re- 
generating human tissue. FURACIN is bactericidal to the majority 
of pathogens found in surface infections, including many organ- 
isms resistant to other agents. Thus FURACIN provides excellent 
protection against infections of surgical or traumatic wounds. 

FuRACIN’S water-soluble base permits drainage, prevents macera- : 
tion, promotes healing by control of infection. This nitrofuran— . 
neither antibiotic nor sulfonamide—remains effective in the pres- 7 
ence of blood, pus and serum. i 


Furacin® Soluble Dressing 


brand of nitrofurazone #3 
Spread Furacin Soluble Dressing: Furacin 0.2% in water-soluble, ointment- 
like base of polyethylene glycols. 56 Gm. tube; 141 Gm., 454 Gm., 5 Ib. jars. 


Sprinkle Furacin Soluble Powder: Furacin 0.2% in powder base of water- 
soluble polyethylene glycols. Shaker-top vial of 14 Gm. 


Spray Furacin Solution: Furaciy 0.2% in a liquid vehicle of polyethylene 
glycols 65%, a wetting agent 0.3% and water. Bottles of 59 cc. and 473 cc. 


SATON NORWICH, NEW YORK 
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KARO’ SYRUP...meets the accelerated 
nutritional requirement of early infancy 


The high caloric requirements of infants, 
coupled with the fact that they have little 
ability to digest starchy food, are indications 
for the use of an easily digested carbohydrate 
milk modifier. 

Karo places a minimum demand upon the 
digestive system during the first weeks of 
life. Even premature babies thrive on Karo 
because this easily digested, completely uti- 
lized, fluid mixture of dextrins, maltose and 
dextrose does not induce flatulence, colic, 
fermentation or allergy. 


Karo permits easy adjustment of formula 


to meet the accelerated nutritional demand 
during the early months of rapid growth. 
Mothers will appreciate the ease of making 
formulas containing Karo, plus its ready 
availability and economy. Light or dark 
Karo syrup may be used interchangeably 
with cow’s milk or evaporated milk and 
water. Each ounce yields 120 calories. 


1906 50th ANNIVERSARY 1956 
CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York:4, N.Y. 


o* 
a 
ard 
‘ 
‘ 
4 


37 


clinically proved, before introduction, i in over 12 000 patients 


announcing 


a further advance in psychopharmacology 


a true “tranquilizer” 
and potent antiemetic 


with minimal side effects 


indicated in: 


e mental and emotional disturbances— 
mild and moderate—encountered in 
everyday practice 


e nausea and vomiting—mild and severe 


available in 5 mg. tablets 


Wi) Smith, Kline & French Laboratories, Philadelphia 1 


Trademark for proclorperazine, S.K.F. 
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a For assured dependability | 
in Digitalis administration 


Physiologically Standardized 


Pil. Digitalis (Davies, Bowe) 
0.1 Gram (approx. 1}4 grains) 
ee Comprise the entire properties of the leaf. 


& Clinical samples sent to physicians on request. 


a 3 Davies, Rose & Company, Limited Boston 18, Massachusetts _ 


D-25 


YZ DAVIES, ROSE & CO.” 
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Supplied: White, 5 mg. oral tab- 
lets, bottles of 20 and 100, Pink, 
1 mg. oral tablets, bottles of 100. 
Both are deep-scored. 


*Schwartz, E.: New York J. Med. 


56:570, 1956. 
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in bronchial asthma 


brand of prednisolone 


whenever corticosteroids 
are indicated 


provides restoration of breathing capacity — Relief of symptoms 
[ bronchospasm, cough, wheezing, dyspnea] is maintained for lon 

periods with relatively small doses.* 


minimal effect on electrolyte balance — “‘in therapeutically effective 
doses... there is usually no sodium or fluid retention or potassium 
loss.”"* Lack of edema and undesirable weight gain permits more 
effective therapy particularly for those with cardiac complications. 


PFIZER LABORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 


Sterane 
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There is a distinctive 


on every 


Armour Thyroid Tablet 


it symbolizes an 


unsurpassed preparation 


for thyroid therapy 


©THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY « KANKAKEE, ILLINOIS 


on your prescriptions 


SPECIFY 


ARMOUR thyroid 
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now in cordial-like form 


PEACE MIND 
SYRUP 


Good tasting, fast-acting. Especially : 
useful in hyperemotive children or in * 
senile anxiety. Each cc. contains 2 mg. 
hydroxyzine. Adult dosage, one or We 
two tsp., three times daily. Children, one @ 
tsp. once or twice daily. In pint bottles. 
ATARAX tablets, too. In 10 mg. 
(orange) and 25 mg. (green) 
tablets, bottles of 100. 
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Improved large bowel motility 

facilitates physiologic formation 

and evacuation of soft, well- 
formed stools. 


Rehabilitation of the constipated 
patient permits progressive 

reduction of dosage and eventual 
discontinuance of medication 

when bowel function is restored. 


Effectiveness proven by continuing 
clinical and laboratory 
studies which constitute one of 
the fastest growing bibliographies 
in constipation therapy. 


. 


CHRONIC AND OCCASIONAL CONSTIPATION 
“Studies on 65 constipated patients showed 
in 62 good effect with 14% to 1 teaspoon 
[of SENOKOT] nightly...” sveremann. F. 


Steigmann, F.: Federation Proceedings 15:488 (Mar.) 1956 = 
Abrahams, A.: Brit. Ency. Med. Pract., 2 ed., Interim 
Supplement, London, Butterworth (Mar.) 1954 = “Old Drugs 
Brought Up to Date,” M. Press 232:127 (Aug.) 1954 ® Flintan, 
P., Weeden, G. D.: Lancet 1:497 (Mar. 7) 1953 ® Lamphier, 

T. A., Ehrlich, R.: Am. J. Gastroenterol., in press 


OBSTETRICS 
‘results following the use of SENOKOT for 
management of constipation in pregnant pa- 
tients have been uniformly good.” stone, m.t. 

Stone, M. L.: “A New Agent for the Management of Constipation 

in Pregnancy,” (To be published) ® Duncan, A. S.: Lancet 

1:602 (Mar. 21) 1953 ™ Wager, H. P.: In press, 1956 # 


Hurland, A.: Personal communication, 1956 ® Smiley, Wm. L.: 
Personal communication, 1956 


GERIATRICS 
“ the results obtained with SENOKOT in our 


old age patients were very good...” grass, 6.8.4. 


Glass, G. B. J.: Personal communication, 1956 ® Moreton, W.: 
Personal communication, 1954 ® Dutton, W. F.: Personal 
communication, 1956 


PEDIATRICS 
‘“.in contrast to [many] commonly used 
laxatives, SENOKOT is a valuable adjunct 
in the treatment of marked and severe 
constipation...’ H.R. 


Litchfield, H. R.: Scientific Exhibit, A.M.A., Chicago, (June) 
1956 # “Any Questions? — Prolonged Constipation in Children,” 
Brit. Medical J. 1187-1188 (May 19) 1956 (no. 4976) ® 

F.: M. Press 231:521 (June) 1954 = Turell, R., et al.: Surg., 
Gynec. & Obst. (Internat. Abstr. Surg.) 103:209 (Sept.) 1956 


IN CONSTIPATION 


large bowel neuroperistaltic 


BRAND OF STANDARDIZED CONCENTRATED, ACTIVE SENNA POD PRINCIPLES TAB LETS/G RAN U LES 


THE SENOKOT BIBLIOGRAPHY 
evidence of constipation correction beyond palliation 


POSTOPERATIVE MANAGEMENT 
‘{.as a part of the bowel re-education 


program, I prescribe SENOKOT...in reducing 
dosages.’ yure.t, r. 


Turell, R.: New York State J. Med. 56:2245 (July 15) 1956 ® 
Turell, R.: Wisconsin M. J. 54:413 (Sept.) 1955 ® Wakeley, C.: 
M. World 83:318 (Oct.) 1955 


PHARMACODYNAMICS 


Horder, Lord: Brit. Ency. Med. Pract., 2 ed., Cumulative 
Supplement, London, Butterworth, 1955, pp. 79-80 = 
Abrahams, A.: Practitioner 170:266 (Mar.) 1953 ® Gaddum, 

J. M.: Pharmacology, 4 ed., London, Oxford, 1953, pp. 249-251 | 
® Dispensatory of the United States of America, 25 ed., 
Philadelphia, Lippincott, 1955, p. 1229 ™ Okada, T.: Tohoku 
J. exper. Med. 38:33 (Mar.) 1940 ® Straub, W., Triendi, E.: 
Archiv. f. exper. Pathol. u. Pharm. 185:1 (Mar.) 1937 


CHEMISTRY AND ASSAY 


Stoll, A., Becker, B., Kussmaul, W.: Helvet. chim. acta 32:1892, 
1949 ® Stoll, A., Kussmaul, W., Becker, B.: Verhandl. 

Schweiz. Natf. Gesellsch., pp. 235-236, 1941 ® Fairbairn, J. W., 
Saleh, M. R. |.: J. Pharm. & Pharmacol. 3:918 (Dec.) 1951 

= Fairbairn, J. W.: J. Pharm. & Pharmacol. 5:281 (May) 1953 = 
Fairbairn, J. W.: Saleh, M. R. |: Nature 167:988 (June 16) 1951 


= Fairbairn, J. W.: Pharmaceutisch Weekblad 87:679 (Sept. 13) | 


1952 » Lou, T. C.: J. Pharm. & Pharmacol. 1:673 (Oct.) 1949 = 
Fairbairn, J. W.: J. Pharm. & Pharmacol. 1:683 (Oct.) 1949 ® 
Fairbairn, J. W., Michaels, |.: J. Pharm. & Pharmacol. 2:807-830, 
1950 ® Ryan, H. A.: Pharmaceutical J. 113 (series 4): 

115-116 (Aug. 18) 1951 


DOSAGE: Individualized. Average starting dosage 
for adults is two tablets or one level teaspoonful of the 
granules at bedtime. 


TABLETS: Small, and easy to swallow, in bottles of 100. 


GRANULES: Cocoa-flavored, in 8 and 4 ounce containers. 
Literature and professional samples of Tablets or Granules 
of Senokot available on request. 


THE PURDUE FREDERICK COMPANY 


NEW YORK 14, NEW YORK, MONTREAL Q, P.Q. 
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Syrup of ‘Antepar’ Citrate 
brand Piperazine Citrate 
100 mg. in each cc. 


*Tablets of ‘Antepar’ Citrate 
brand Piperazine Citrate 
250 and 500 mg., scored 


Pads of directions sheets for 
patients available on request. 
EFFECTIVE 
ANTHELMINTIC 
BS for PINWORMS 
: and ROUNDWORMS 


children like it 


ioral BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, New York 
| 
* 
neomycin and ethamicort 
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BLE 
4, 
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4, 
two days for ROUNDWORMS 


... part of every ///ness 


ANXIETY 


is part of 


ALLERGY 


di 
Licensed under U.S, 2,724,720 


‘“.. an the so-called allergic diseases we are dealing... with 
a mechanism in the development and maintenance of which 
psychic factors play a more or less dominant role.’” 


You have seen him in your practice. Anxious, Supplied: Tablets, 400 mg., bottles of 50. M 
t h f ‘ h Usual Dose: 1 tablet, t.i.d. 
ense, nervous, he is one of many patients wit 1. Dunbar, F.: Emotions and Bodily 
various allergies marked by emotional tension. As tow tek, 
an aid in total management, Equanit counters this Northwest Med. 54:1098 

psychic stress. It relieves anxiety, lessens mus- 


. anti-anxiety factor with muscle-relaxing action - 
cular tension, fosters restful sleep.” 


In every illness... 


where anxiety and tension are present Philadelphia 1, Pa. 
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Hydrochloride 
Tetracycline HC! Lederle 


for prophylaxis and treatment of 


obstetric infections 


Posner and his colleagues' have reported on 
the use of tetracycline (ACHROMYCIN) in 96 
cases of obstetric complications, including 
unsterile delivery, premature rupture of the 
membranes, endometritis, parametritis, and 
other conditions. They conclude that this 
antibiotic is eminently suited for these uses. 


Other investigators have shown ACHROMYCIN 
to be equally useful in surgery and gynecology 
and virtually every other field of medicine. 
This outstanding antibiotic is effective against 
a wide variety of infections. It diffuses and 
penetrates rapidly to provide prompt control 
of infection. Side effects, if any, are minimal. 


Every gram of ACHROMYCIN is made in 
Lederle’s own laboratories and offered only 
under the Lederle label—your assurance of 
quality. It is available in a complete line of 
dosage forms. 


For more rapid and complete absorption. 
Offered only by Lederle! 


filled sealed capsules 


'Posner, A. C., et al.; Further Observations on the Use of Tetra- 
cycline Hydrochloride in Prophylaxis and Treatment of Obstetric 
Infections, Antibiotics Annual 1954-55, pp. 594-598. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK 


REG. U. S. PAT. OFF. 


PHOTO DATA: SPEED GRAPHIC CAMERA, 
F.16, 1/50 SEC., ROYAL PAN FILM 
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CIiBA 


On ABC Television each Sunday afternoon 


CIBA brings you a live documentary of medicine in practice 
presented in co-operation with the American Medical Association. 


Medical Horizons reports every week on a specific field of medicine, di- 
rect from a hospital, clinic or university particularly active in that field. By 
covering a wide range of vital and highly interesting topics, such as 
Adrenal Steroids, Glaucoma, Peptic Ulcers and Heart Aneurisms, Medical 
Horizons helps you keep abreast of what’s new in medicine. 


of research 


PHARMACEUTICAL PROOUCT!. BUMMI'T, 


MEDICAL 

MEDICAL 


for tranquilization without lethargy 


for gradual, sustained fall in blood pressure* 


DOSAGE: 200 mg. daily initially; may be 
adjusted within range of 50 to 500 mg. 
per day in single or divided doses. Most 
patients can be maintained on 100 to 200 
mg. daily. 


SUPPLY: 50 mg. and 100 mg. tablets, 
bottles of 100, 1000 and 5000. 


“RAUDBUN'® IS A SQUIBB TRADEMARK 


Squibb Whole Root Rauwolfia Serpentina 
wide safety margin’ 


e Raudixin is not habit-forming. 
e Tolerance has not been reported.’ 


eThere is little danger if accidental or intentioned 
overdosage should occur. 

e Does not cause liver dysfunction. 

eSerial blood counts not necessary during maintenance 
therapy. 


e Less likely than reserpine to produce depression.’ 


*NOTE: The hypotensive activity of Raudixin is specific for the 
hypertensive state. Raudixin does not significantly affect the blood 
pressure of the normotensive patient. 


References: 1. Galambos, A.: Angiology 5:449 (Oct.) 1954; 2. 
Leake, C.D.: Ohio State M.J. 52:369 (April) 1956; 3. Moyer, J.H. 
et al.: A.M.A. Arch. Int. Med. 96:530 (Oct.) 1955. 


SQUIBB 


Squibb Quality—the Priceless Ingredient 
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SULFONAMIDES ARE ANTIBACTERIAL AGENTS 
OF FIRST CHOICE IN URINARY TRACT INFECTIONS 


Efficacy and safety determine selection of most suitable drug 


Sulfonamides are effective in about 70 to 90 per cent of 
patients with urinary tract infections,’’ with minimum 
risk of side effects.’ Furthermore the use of antibiotics 
results in greater risk of superimposed infections,‘ and 
development of drug-resistant strains.’ For this reason 
the trend has swung to sulfonamide therapy as the safer 
and more effective therapy in most cases. 


A recent editorial in the Journal of the Ameri- 
can Medical Association states that “‘. . . sulfona- 
mides should be tried first . . .”” in urinary tract 
infections.’ As effective as antibiotics, sulfona- 
mides control a broad variety of infectious or- 
ganisms and usually do not cause changes in 
normal bacterial flora. Cross sensitization rarely 
occurs.*° Yow’ calls attention to the troublesome 
problems of hypersensitivity, emergence of re- 
sistant strains and superimposed infections aris- 
ing from indiscriminate use of antibiotics. 


Sulfonamides are bactericidal as well as bac- 
teriostatic if very high urinary concentrations 
occur.’ “Thiosulfil” rapidly produces both types 
of antibacterial action. Maximum blood levels 
are developed within 2 hours with potent urinary 
concentrations shortly after’* providing a com- 
prehensive twofold effect — locally and through- 
out infected tissues. 


Virtually all of a given dose of “Thiosul fil’ is 
therapeutically active. Complete absorption, 
minimal acetylation,”*™ and negligible penetra- 
tion into the red blood cells make about go per 
cent of a given dose therapeutically active. Thus, 
“Thiosulfil” is concentrated in the plasma” and 
free to diffuse into the infected tissues. 


“Thiosul fil” is highly soluble in both acid and 
alkaline urine. The exceptionally high degree 
of solubility virtually eliminates renal complica- 
tions. Alkalinization and forced fluids are not 
required. With certain sulfonamides, high dos- 
age levels with corresponding high blood con- 
centrations tend to increase the incidence of 
toxic reactions.“ In contrast, ‘““Thiosulfil,” @ 
brand of sulfamethizole, achieves bacteriostasis 
at low blood concentrations and low dosage. It 
does not accumulate in the blood and is com- 
pletely cleared in the kidney. 


“Thiosulfil’’ enjoys wide clinical acceptance. 
Published studies**" repeatedly confirm the 
clinical effectiveness and safety of ‘“Thiosulfil’”’ 
in a wide variety of both chronic and acute 
urinary infections. In 300 patients receiving 
“Thiosulfil” for periods up to 23 days, there were 
no evidences of renal side effects.’ Bourque and 
Joyal” have stated: “ “Thiosulfil’ was remarkably 
well tolerated .. .” 


Recommended Dosages: 0.5 Gm. four times 
daily. The pediatric dosage is 30 to 45 mg. daily 
per pound of body weight. If voiding occurs 
during the night, an extra half-dose should be 
given. It is unnecessary to force fluids. 


Availability: Tablets, 0.25 Gm. (bottles of 100 
and 1,000) . Suspension, 0.25 Gm. per 5 cc. (bot- 
tles of 4 and 16 fl. 0z.). 


Bibliography on request. 


AYERST LABORATORIES 
New York, Montreal, Canada 
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Brand of sulfamethizole 


Solubility means Suitability 


tract infections 


The exceptionally high degree of solubility of 
‘Thiosulfil” combined with its high bacteriostatic 

activity and low acetylation rate insure rapid 

and effective action with minimal side effects. 


In addition, the risk of cross-sensitization to other 
sulfonamides is greatly minimized; alkalinization is not 
required ; fluids may be restricted rather than forced. 


in urinary tract infections 


Average dosage: Adults, 0.5 Gm. five or six times 
daily. Infants and children, 30-45 mg. per pound of 
body weight per day. For more complete dosage 
information and supporting clinical data, see 

facing pages. 

Supplied: Tablets (No. 785) 0.25 Gm. (scored). 
Bottles of 10C and 1,000. Suspension (No. 914) 

0.25 Gm. per 5 cc. (teaspoonful). Bottles of 4 

and 16 fluidounces. 


AYERST LABORATORIES ¢ New York, N.Y. « Montreal, Canada 
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Tell him.. 


to tell him... 


to tell him.... 


tell him..... 


There is a brand new THREE-PURPOSE POLICY’... 


; especially designed for the professional man—to meet (1) his business needs; 


(2) his family needs; and (3) his retirement needs. 


1. Exceptionally low premium rates based on $15,000 min- yee===<eeeeceeeneneeneeneeseesesesessens 


imum to provide low-cost protection: $18.51 per $1000 NATIONAL LIFE INSURANCE COMPANY 
° ; 5; J 
issued at age 25; $25.04 at age 35; $35.63 at age 45 Montpelier, VERMONT 


2. High early cash values... Available at end of first year : ; : 
to provide collateral for business and emergency needs. ! Kindly send me full information about your new plan 
of life insurance for the medical profession available 


3. Valuable change of plan provisions for building addi- | j, minimum amounts of $15,000 at low premium 


tional retirement benefits — permitting later change 

from one plan to another at a considerable saving in ! n 

money —no evidence of insurability required. Nome : 

4. Women’s rates are three years lower{ than rates for 

men due to favorable mortality experience. For exam- ! s 8 

ple, premium for a woman age 38 is exactly the same 1 treet : 

as for a man age 35. : H 

5. National Life’s liberal dividend schedule and high cash ! City z : 

values provide low net-cost over a period of years. ' H 

State 


* This has been and the District of Columbia and 
being Mee is currently 


Kan. Not available women in Texas na 
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specific 
‘dermacoid’ 


+ NEOMYCIN FOR 


IN 


kon use 


kon onky 


MAGNACORTis a dermacoid—a unique, 
new ester of hydrocortisone highly 
active in topical use only and there- 
fore reserved specifically for topical 
therapy. 


NEOo-MAGNACORT unites the new 
dermacoid with an outstanding top- 
ical antibiotic, neomycin, for unsur- 
passed dual anti-inflammatory, anti- 
infective therapy. 


EFFECTIVENESS 


MAGNACORT is more potent topically than 
hydrocortisone and effects marked dermal 
diffusion and penetration. | 


MAGNACORT provides remarkably rapid, : 
dependable suppression of itching, edema, : 
swelling, oozing and other symptoms of a | 
variety of inflammatory dermatoses—with | 
only 1/2 of 1% concentration. It can be | 
effective where other topicals are unsatis- 
factory or inadequate. 


NEO-MAGNACoRT extends the same thera- | 
peutic advantages, along with those of , 
neomycin, for therapy of dermatitis com- 

plicated or threatened by infection. , 
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corticoid 


ACORT 


hydrocortisone diethylaminoacetate hydrochloride 
TOPICAL OINTMENT 


INFECTION 


ACORT 


neomycin and hydrocortisone diethylaminoacetate hydrochloride 
TOPICAL OINTMENT 


EXCELLENT 
TOLERATION 


Clinical trials also reveal that MAGNACORT 
and NEo-MAGNACORT are virtually non- 
sensitizing and rarely produce other 
undesirable local effects. No instances of 
rebound dermatitis have been reported. 


Supplied: Macnacort Topical Oint- 
ment, in 1/2-oz. and 1/6-oz. tubes, 0.5%. Pfizer 
NEo-Macnacort Topical Ointment, in 


1/2-0z. and 1/6-oz. tubes, containing 0.5% 


eee Division, Chas. Pfizer & Co., Inc. 


*Trademark Brooklyn 6, New York 
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‘‘A GOOD PRESENT DAY ALL-PURPOSE DIGITALIS...GITALIGIN...’’* 


VISUAL HEART CLINIC—NUMBER ONE OF A SERIES 


RHEUMATIC HEART DISEASE e MITRAL STENOSIS AND INSUFFICIENCY 


ROENTGEN CONFIGURATION— Postero-anterior examination—moderate heart enlargement—right ventricular en- 


largement—prominence of pulmonary artery segment. 


Taken from White Laboratories’ Technical Exhibit, American Medica! Association 105th Annual Meeting, Chicago, June 11-15, 1956. 


Every year since 1950 when Batterman, et al., 
published the results of their study of 230 car- 
diac patients, clinical evidence has repeatedly 
confirmed the therapeutic advantages of 
GITALIGIN. 


For initial digitalization and maintenance, 
GITALIGIN has proved to be a “digitalis of 
choice” for these significant reasons: 


«) Wide margin of safety (average therapeu- 
tic dose only 1/3 the toxic dose) 


(2) Uniform clinical potency 


(3) Moderate rate of dissipation 


ta) Short latent period 


Patients now being maintained with other cardiotonics can be easily switched to GITALIGIN: 0.5 mg. of 
GITALIGIN is approximately equivalent to 0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 0.5 mg. digoxin. 


(WHITE’S BRAND OF AMORPHOUS GITALIN) 


TABLETS — BOTTLES OF 30, 100, AND 1000 DROPS—30 CC. BOTTLES WITH DROPPER CALIBRATED 


White Laboratories, Inc. Kenilworth, New Jersey 


FOR 0.05, 0.1, 0.2, 0.3, 0.4 AND 0.5 MG. 


*EWRLICH, J.C.: ARIZONA MED. 12:239 (JUNE) 1955. BIBLIOGRAPHY FURNISHED ON REQUEST 
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Medihaler 
Means self-powered, uniform, measured- 


dose inhalation therapy... 


Medihaler 
Means true nebulization. Each measured 
dose provides 5 to 8 times as many par- 
ticles in the ideal size range as most con- 
ventional nebulizers... 


Medihaler 
Means an unbreakable Oral Adapter— 
no movable parts—no glass to break— 
no rubber to deteriorate... 


Medihaler 


Means effective medications in an inert 
aerosol vehicle, in leakproof, spillproof, 


plastic-coated bottles... 


Medihaler 


Means utmost patient convenience— 
medication and Adapter together in plas- 
tic case, convenient for pocket or purse... 


Medihaler 


Means greater economy—no costly glass 
nebulizers to replace, and one inhalation 


usually suffices for prompt relief. 


For Rapid Relief of Acute or 
Continuing Bronchospasm 


Riker brand of epinephrine 0.5% solution 
in inert, nontoxic aerosol vehicle. Each 
ejection delivers 0.125 mg. epinephrine. 
In 10 cc. vial with metered-dose valve, 
sufficient for 200 inhalations. 


Medihaler-Iso_ 


Riker brand of isoproterenol HC] 0.25% 
solution in inert, nontoxic aerosol vehicle. 
Each ejection delivers 0.06 mg. isopro- 
terenol. In 10 cc. vial with metered-dose 
valve, sufficient for 200 inhalations. 


Medihaler-Epi replaces injected epine- 


Medihaler-Nitro™ 


Medihaler-Nitro is 1% octyl nitrite in nebuli- 
zation form. Outstanding for the emergency 
relief of acute anginal pain. Each inhalation 
delivers precisely 0.25 mg. of octyl nitrite. By 


Medihal 


phrine in emergency situations in which 
respirations have not ceased. It provides 
rapid relief in acute food, drug, or pollen 
reactions (including urticaria, broncho- 
spasm, angioneurotic edema, edema of 
glottis, etc.). In most instances only one 
inhalation is necessary. 


Note: First prescription for Medihaler 
medications should include the desired 
medication and Medithaler Oral Adapter. 


Oral Adapter made of hard plastic with 
no movable parts... fool- 
proof...unbreakable and 
easily cared for by rapid 
rinsing...entire set, in- 
cluding medication, fits 
into neat plastic case 
small enough to be carried 
inconspicuously in pocket 
or purse...the smallest 
package for nebulization 
ever produced. 


using the lungs as the most direct portal of 
entry, faster relief than from orally adminis- 
tered drugs is assured because of proximity 
of pulmonary and coronary circulations. 
Faster-acting than nitroglycerin and notably 
unburdened by undesirable 
side actions. 

Only one or two inhalations 
necessary. One full minute 
should elapse between inhala- 
tions. In 10 cc. Medihaler bot- 
tle with metered-dose valve. 
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Patient, White male, age 4 fhtered the Clinic on 13/56 
with a Story oF yellow discharge from the Tight ear 
fever and sore throat Of two days duration 

; | Temperatans orally was infecteg, tonsils 

inflamed Crusted Purulent Materjaj Seen jp Tight ear Canal, 

: lympanic Membrane “ermal. OSis ‘onsillitis and 

\ Tesistant to Penicillin ans S€nSitive te erythrom Cin, 
(erythrom Cin) was Started jp doses oF 
25 mgm =~ 400 me in 4 €qua]] divide doses, 

findings. The dry Was Sto q at this time, 

Staph lococeys aureus. 
9 days With ERYTHROGHy therapy 
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“clinical response 
good or excellent” 


In one recent study, 18 patients with acute follicular tonsillitis and septic sore throat, 
were given erythromycin. Infecting organism was Str. pyogenes. The investigator 


stated, “In all 18, the clinical response could be regarded as either good 
or excellent.” 


This, of course, is only one of many reports showing the effectiveness of 
ERYTHROCIN against coccic infections. You'll get the same good results 
(nearly 100% in common, bacterial respiratory infections) when your 
prescription reads Filmtab ErRYTHROCIN Stearate. 


“toxicity lower 


in erythromycin-treated 
patients”’ 


After a study of 208 patients treated with erythromycin (78), procaine 
penicillin (78) and a placebo (52), the investigator stated: . . . the incidence of 


toxicity (compared to procaine penicillin) was significantly lower in the 
erythromycin-treated patients.” 


Actually, ERYTHROCIN stands on a remarkable record of safety. After four years, 
there’s not a single report of a severe or fatal reaction attributable to 
erythromycin. Also, allergic reactions rarely occur. Filmtab ErYTHROCIN Stearate 
(100 and 250 mg.), is available in bottles of 25 and 100, at all pharmacies. 


® Filmtab—Film sealed tablets, Abbott; pat. 
applied for. 


1. Herrell, W. E., Erythromycin, Antibiotics 
es Monographs, No. 1, p. 29, New York, Mec 
jfiltitapy ical Encyclopedia, Inc., 1955. 


(Erythromycin Stearate, Abbott) 
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after 60 min., 100% 


after 30 min., 14% 
after 60 min., <1% 


Comparison of stability of penicillin G and penicillin V in acid media. The penicillin salts have been 
subjected te a pH of 1.5 at 39°C. atthe stated intervals. The percentages shown express the residual potency. 


suet” the penicillin designed specifically 
for oral administration 


-CILLIN 


(PENICILLIN V, LILLY) 
(PHENOXYMETHYL PENICILLIN) 


*V-Cillin’ is the only penicillin that passes through the stomach without 
significant loss of potency and is rapidly absorbed in the duodenum. Thus, 
*V-Cillin’ usually gives you a clinical dependability comparable to that of 
parenteral penicillin. In fact, the literature generally agrees that ‘V-Cillin’ 
can be effectively and safely used in many conditions previously treated 
parenterally. 


DOSAGE: 125 to 250 mg. (200,000 to 400,000 units) t.i.d. 


SUPPLIED: Pulvules—125 and 250 mg. 
Pediatric suspension—125 mg. per 5-cc. teaspoonful 
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IMMEDIATE MANAGEMENT OF THE INJURED URETER 


Vincent J. O'Conor, M.D., Chicago 


The ureter is frequently injured during surgical or 
urologic manipulative procedures. Gynecologic opera- 
tions, such as hysterectomy, either vaginal or abdom- 
inal; the removal of the ovaries or fallopian tubes; 
excision of intraligamentous cysts or tumors; and 
vaginal repair for prolapse of the uterus, may be ac- 
companied by ureteral injury. Operations on or within 
the abdomen, especially resections of the sigmoid and 
rectum; unusual conditions of the appendix, especially 
when retroperitoneal; the removal of atypical pancre- 
atic and mesenteric cysts; and other less common pro- 
cedures, are sometimes complicated by ureteral in- 
jury. Occasionally, a portion of the ureter, along with 
a segment of the bladder, is present in an inguinal 
hernial sac. In such a case, injury of the ureter may 
occur during surgical repair. In cystoscopic proce- 
dures, especially during ureteral manipulation of cal- 
culi, the ureter may be torn or perforated. Strictures of 
or kinks in the ureter, especially when long-standing 
ureteritis has been present, will present anatomic 
chinges that predispose the ureter to injury by even 
the slightest trauma. 

The most common ureteral injury brought about by 
the urologist is that due to perforation from the vari- 
ous instruments designed to facilitate the passage of 
ureteral calculi. Perforation of the ureter secondary to 
generil body trauma is unusual. Injury due to external 
stab and gunshot wounds is seen in wartime but is 
uncommon in time of peace. After irradiation, the 
ureter may become necrotic and perforate into the 
surrounding tissues or into an adjacent viscus; but, 
more commonly, the wall becomes thickened and 
stenotic, and ureteral obstruction and hydronephrosis 
result. Ureteral injuries have become somewhat more 
frequent in recent years due to the increasing number 
of radical surgical procedures in the treatment of car- 
cinoma of the lower part of the intestine, uterus, and 
pelvic adnexa. A marked increase in the number of 
injuries associated with cystoscopic procedures has 
been noted in the past 10 or 15 years. 

The problems surrounding possible injury of the 
ureter are much more difficult and obviously more 
complicated for the abdominal surgeon and gynecolo- 
gist than are those for the urologist. The latter is deal- 


* Serious injuries to the ureter have often resulted 
during trauma, such as stab and gunshot wounds, to 
the abdominal or pelvic organs, but they also occur 
occasionally during surgical procedures on neigh- 
boring structures, diagnostic procedures such as 
cystoscopy, and therapeutic procedures such as ir- 
radiation. Preoperative urographic study is important 
in planning the operative attack on certain abdom- 
inal, pelvic, and retroperitoneal spaces. Preoperative 
introduction of ureteral catheters should be utilized 
more frequently to facilitate identification of the ure- 
ters during difficult dissections. The unintended in- 
clusion of a ureter in a ligature must be corrected 
promptly; the release of such a ligature is more read- 
ily accomplished by teamwork between the surgeon 
and the urologist. The possibility that a ureter has 
been injured should always be considered whenever 
oliguria or anuria is observed during the first eight 
hours after any surgical operation in the vicinity of 
the ureters. If evidence of injury or ligation is found, 
prompt repair, with provision for tissue drainage, 
is imperative. 


ing directly with this structure and will be aware of 
the possibility of injury at all times. Failure to recog- 
nize the accident at the time of operation rules out 
the opportunity for immediate repair, and the most 
favorable time for repair of such ureteral damage is 
at the time of the mishap or as soon afterward as pos- 
sible. The longer the situation exists unrecognized, 
the more difficult the anatomic correction and the 
more serious the complications. 


Prevention of Ureteral Injury 


Teamwork between the urologist and the gynecolo- 
gist or abdominal surgeon will greatly lessen the num- 
ber of surgical accidents to the ureter and bladder. 
While there is no single method that will insure pre- 
vention of these injuries—and it is obvious that they 
may be expected to occur even in the hands of the 
most experienced and capable physician—a preopera- 
tive knowledge of the anatomy and function of both 
kidneys and ureters is of great value to the surgeon. 


From the Urologic Department of Chicago Wesley Memorial Hospital and Northwestern University Medical School. 
Read before the Section on Surgery, General and Abdominal, at the 105th Annual Meeting of the American Medical Association, Chicago, June 13, 1956. 
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These can usually be demonstrated by a satisfactory 
excretion urographic study. If the information is in- 
complete, a retrograde study should be done. The 
careful surgeon will insist upon having these data 
before performing operative procedures that might be 
complicated by ureteral injuries. 

Anomalies of the ureters and kidneys and possible 
distortions and deviations from their normal courses 
will be demonstrated by excretion or retrograde pyelo- 
grams. Renal fusion, renal ectopia, changes due to 
previous urinary infections, and the presence of cysts 
or tumors should be apparent before the surgical pro- 
cedure. It is surely not too much to ask that an excre- 
tion urographic study be done prior to elective opera- 
tive interventions of such magnitude that ureteral 
ligation or injury might result during a difficult dis- 
section. So many lesions of the upper urinary tract are 
symptomless, or silent, that preoperative urograms 
should seem as important to the surgeon as do blood 
chemistry studies and other commonly applied labora- 
tory procedures. Intestinal tumors occasionally involve 
the ureter by encirclement without localizing symp- 
toms. 

The urologist has, to a considerable degree, con- 
vinced the gynecologist and the abdominal surgeon of 
the value of use of the indwelling urethral catheter 
prior to and immediately after extensive operative 
procedures on the structures adjacent to the ureters 
and bladder. I urge the placing of indwelling ureteral 
catheters before the operation as well. Prior to the 
discovery of modern urinary antiseptics, there was 
some justification for feeling that the risk of setting up 
infection in the upper urinary tract might outweigh 
the help that the presence of these catheters might 
give in identifying the ureters more readily; however, 
this objection lacks validity today. It is true that the 
placing of catheters entails a cystoscopic procedure 
carried out by a well-trained person, who must see 
that the catheters are properly inserted and that they 
do not slip down during the operation. The latter can 
readily be effected by temporarily suturing the ureteral 
catheters to adhesive tape attached to the indwelling 
urethral catheter. It is true that occasions will occur 
where the ureters cannot be easily identified even 
with the catheters in place. However, in most of these 
instances the ureteral injury will become rapidly ap- 
parent by the appearance of the catheter during the 
course of the dissection. The objection that, by having 
catheters in place, the surgeon will be given a false 
sense of security against ureteral injury does not war- 
rant serious consideration. I favor preoperative ureteral 
catheterization, and at Chicago Wesley Memorial 
Hospital there is an understanding that some member 
of the urologic service will be available for this pur- 
pose at all times. 

Therefore, prevention of ureteral injury requires (1) 
recognition of the fact that such injuries can and will 
occur in the most experienced hands; (2) recognition 
that a knowledge of the relationship of the ureters to 
the abnormal structures that one is planning to remove 
should be obtained preoperatively by urography; and 
(3) recognition that the preoperative placing of ure- 
teral and urethral catheters will assist the surgeon in 
avoiding a surgical accident to the ureter and bladder. 
The surgeon should be especially diligent in identify- 
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ing the ureter (1) where it crosses the bifurcation of 
the iliac vessels; (2) in the ovarian fossae; and (3) 
where it passes behind the uterine artery. When the 
dissection is deep in the pelvis, he should at all times 
have in mind the location of the bladder wall and the 
intravesical portion of the ureter. 

Most of the avoidable injuries to the ureter result 
from lack of vigilance in the placing of clamps and 
ligatures. Curiously enough, it seems that more ure- 
teral and bladder injuries follow procedures where 
the dissection was reported as easy and satisfactory 
than where it was reported as difficult. In patients 
with extensive chronic inflammatory disease, large 
uterine or ovarian tumors, and infiltrating neoplasms 
of the colon, the surgeon will more often be accurately 
aware of the danger of ureteral injury and will go to 
greater pains in identifying the ureter in an early stage 
of the surgical dissection. 


Treatment of Ureteral Injury 


The immediate treatment of injury to the ureter (I 
am not taking into consideration delayed treatment ) 
may be relatively simple or annoyingly complicated. 
When accidental ligation is recognized during opera- 
tion, release of the ligation, with or without the pas- 
sage of a ureteral catheter, will usually be adequate. 
If section of the ureter has occurred, one must accu- 
rately identify the proximal and distal segments and 
unite them, preferably over a catheter, by direct 
end-to-end anastomosis. Chromic absorbable surgical 
suture (0000) on an atraumatic needle is the suture 
of choice. Two or three mattress sutures suffice. 

Since the immediate management of an injured 
ureter entails not only anatomic restoration but also 
insurance against urinary extravasation, the provision 
for adequate drainage, both intraureteral and alongside 
the ureter, must be of prime consideration. The intro- 
duction of a ureteral catheter by the cystoscopist while 
the surgeon is searching for or attempting repair of 
the severed ureter may be most helpful. Likewise, the 
point of catheter arrest in the case of ureteral ligation 
may quickly define the area to be examined by the 
operating surgeon. If the situation does not warrant 
prolonged search for the area of injury or if repair is 
too difficult or considered unsatisfactory, nephrostomy 
should be performed after the abdominal wound has 
been closed, with provision for adequate drainage. It 
is well known that complete, sudden, simple ligation 
of the ureter is usually followed by an asymptomatic 
renal atrophy preceded by a complete unilateral renal 
suppression. All too often the surgeon may be tempted 
to follow this easy path out of the difficulty of uni- 
lateral ureteral injury. However, this would be most 
unwise unless previous renal functional and uro- 
graphic tests had demonstrated a normal kidney on 
the unaffected side. Even then one would recom- 
mend nephrostomy reluctantly, except in the unusual 
instance where later surgical procedures or complica- 
tions might outweigh the loss of function of one kid- 
ney. 

Releasing of ligation should always be seriously 
considered when complete anuria has been shown by 
cystoscopic examination to be due to bilateral ureteral 
occlusion. In the past, there has been a high mortality 
from this secondary operative procedure; and the sur- 
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geon has, therefore, preferred to perform a bilateral 
nephrostomy or pyelotomy. The release of a ligation 
can be greatly simplified if the surgeon and urologist 
cooperate in its performance. The surgeon reopens 
the laparotomy wound and, with the aid of the cysto- 
scopist, can readily detect the points of constriction 
when the ureteral catheters (preferably 7 to 9 F. in 
size) are used to prod the area of obstruction. After 
release of a ligation, the catheters should be passed 
to the renal pelves and left in place for from 5 to 10 
days. Without the help of the urologist, the surgeon 
may conduct a prolonged search for the areas of liga- 
tion, remove the wrong sutures, and generally grope 
in the edematous tissue without finding the offending 
ligatures. 

In my experience, the most satisfactory manner of 
handling the problem of intraureteral drainage is to 
have the surgeon insert a 6 to 9 F. ureteral catheter, 
either woven, latex rubber or polyethylene, so that 
one end is in the renal pelvis and the other end coils 
up in the bladder. The latter end is then grasped with 
a forceps or cystoscopic rongeur and pulled out 
through the urethra. An indwelling urethral catheter 
should be placed in the bladder and the ureteral cathe- 
ter fastened securely to it to prevent its slipping down 
the ureter into the bladder. If the ureter has been 
injured low in the pelvic portion, within 3 to 5 cm. of 
the bladder, reimplantation of the proximal portion to 
the bladder should be effected, using either the pull- 
through-and-suture technique or the eliptical anas- 
tomosis with mucosa-to-mucosa suture as described by 
Nesbit. When irreparable injury has occurred in the 
lower half of the ureter, one can either transplant it 
to the sigmoid or, if possible, effect a ureteroureteros- 
tomy. I have never performed the latter procedure, 
but it has been carried out successfully by Higgins, 
Parke Smith, and others. 


Prevalence of Ureteral Injuries 


Any patient who shows oliguria or complete anuria 
during the first eight hours after operation should be 
suspected of having ureteral injury or ligation, if the 
surgical procedure has involved the region of the 
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ureters. In unilateral occlusion, there may often be no 
symptom whatever, but partial anuria, pain in the 
flank or abdomen, and elevated temperature may sug- 
gest the condition. 

Ureteral injuries from perforation during the cysto- 
scopic extraction of calculi from the lower part of the 
ureter have increased materially in recent years. Me- 
chanical stone extractors are usually the instrument 
of injury. At the time of extraction, the ureter may be 
more vulnerable to puncture because of the inflamma- 
tory or necrotizing action of a long-impacted calculus. 
Ureteral injuries occurring as a result of cystoscopic 
procedures and those associated with external trauma, 
such as gunshot and stab wounds, make up a chapter 
too vast to consider here. Rusche and Hager have 
completed a comprehensive study of 103 ureteral 
injuries encountered by them during the years 1930 to 
1950. The increase in ureteral injuries after cystoscopic 
attempts at ureteral stone extraction was emphasized, 
as were such injuries due to gunshot wounds. They 
felt that, despite the increase in the number of patients 
subjected to extensive radical pelvic and abdominal 
surgery, a comparison of the period 1940-1950 with 
the preceding decade indicated that the number of 
surgical injuries remained about the same. 


Summary 


The gynecologist, general surgeon, and urologist 
must constantly bear in mind the possibility of ure- 
teral injury during operative procedures in the ab- 
domen, pelvis, and retroperitoneal spaces. Preopera- 
tive excretion urographic studies are most important 
in considering the operative attack. Preoperative intro- 
duction of ureteral catheters should be utilized more 
frequently to assist the surgeon in more readily identi- 
fying the ureter. These catheters should be fastened 
to the indwelling urethral catheter. The release of a 
ligation is more readily accomplished by teamwork 
between the surgeon and urologist. Early surgical 
repair, with adequate provision for tissue drainage, is 
paramount after injury or ligation has been discovered. 
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PRIMARY CARE OF THE URINARY TRACT IN SPINAL CORD INJURY 


Herbert S. Talbot, M.D., Boston 


The management of the bladder in patients with 
spinal injury or disease has two aims: to provide the 
patient with a micturitional function that will not im- 
pede his efforts toward rehabilitation and to preserve 
the integrity and function of the upper urinary tract. 
Fortunately, these aims are not incompatible; indeed, 
the best assurance of a healthy upper urinary tract is 
a normally functioning bladder. If this can be 
achieved and if, at the same time, the hazard of forma- 
tion of renal calculi because of disturbed calcium 


Chief of Paraplegia and Urology, Veterans Administration Hospital 
(West Roxbury), Boston. 

Read in the Panel Discussion on Rehabilitation of Patients with Paraplegia 
before the Section on Physical Medicine at the 105th Annual Meeting of the 
American Medical Association, Chicago, June 12, 1956. 


¢ The structural changes that follow retention of 
urine in a paralyzed bladder must be prevented by 
adequate drainage from the beginning. With a 
catheter in place, the bladder regains its ability to 
fill and empty by reflex action with a certain regu- 
larity. It can be conditioned by the method of tidal 
drainage within a period of 6 to 12 weeks. Mean- 
while a program of high fluid intake, acidulation of 
the urine, and muscular exercise is carried out to pre- 
vent lithiasis. The catheter can then be removed, and 
the observance of a certain program of fluid intake 
and other habits enable many patients to maintain 
an adequate urinary capacity, to empty the bladder 
completely, and to get along without wearing any 
apparatus. 
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metabolism can be obviated, the disastrous train of 
events that has in the past led so many of these pa- 
tients to invalidism and death may be averted. 

There are two principles upon which the course of 
management that meets these demands is based. First, 
any functional disturbance, such as that caused by im- 
paired innervation, will eventually result in reciprocal 
structural alteration; furthermore, if the dysfunction 
leads to secondary consequences, such as infection, 
secondary changes will develop and may become so 
marked that, even if the innervation were to be re- 
stored, the end-organ might remain incapable of nor- 
mal activity. The object, therefore, is to prevent the 
development of such changes, to recognize them if 
they have already developed when the patient is first 
seen, to evaluate their contribution to the dysfunction, 
and, finally, to treat them if possible. The other basic 
principle is that the bladder is a spinal reflex organ 
with an overlay of controls from higher centers. Pri- 
mary neurogenic dysfunction may result from in- 
volvement of the spinal center itself or from interrup- 
tion of the pathways through which it communicates 
with the brain. 

To guard against structural alteration, one must 
insure adequate drainage from the beginning. Over- 
distention leads to changes in the bladder wall; these 
are hastened by infection, which soon develops. Even 
when the patient can void, if there is residual urine 
(which is often the case), infection will follow. Cathe- 
terization is not without its risks and inconveniences, 
but these add up to a good deal less than the danger 
of infection in an inadequately drained urinary tract. 
Furthermore, by preserving the structural integrity of 
the bladder, early drainage hastens the day when, the 
process of retraining having been completed, artificial 
drainage may be discontinued and the patient may 
void naturally through the urethra. 

Having secured the advantages of early drainage, 
one may expect that, as the patient emerges from the 
period of spinal shock and as the reflex activity below 
the level of the lesion is resumed, the bladder, al- 
though deprived of its controls from higher centers, 
will fill and empty reflexly with some degree of rhyth- 
mical regularity. This is the so-called automatic 
bladder; but the term is a bad one, and the function 
represented is not satisfactory. Such a bladder tends 
to be hypertonic; its emptying contractions are ineffi- 
cient, and, as a result, it accumulates a considerable 
amount of residual urine. There is, of course, no con- 
trol of micturition. In the name of expediency, treat- 
ment has often taken the form of permanent 
suprapubic drainage, permanent urethral catheteriza- 
tion, or the wearing of some cumbersome type of 
incontinence apparatus. Most of these undesirable 
eventualities can be avoided. 


The Reflex Bladder 


Management is based upon the fact that reflex 
activity of any kind can be conditioned to greater 
consistency and efficiency. Tidal drainage provides a 
method of applying this conditioning process and 
achieving that degree of consistency and efficiency 
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that is the primary requisite of good function. If the 
patient is seen early, before any complicating factors 
have developed, this can be accomplished in an amaz- 
ingly short time, perhaps as little as six weeks. It 
should seldom require more than three months. The 
catheter may then be removed and, by combining a 
controlled fluid intake with careful habit training, the 
patient may maintain an adequate capacity, empty 


his bladder completely, and have reasonably good 


control, so that it is unnecessary for him to wear any 
apparatus. It should be possible to achieve and main- 
tain such a result in at least two-thirds of all patients. 
The program for prevention of calculi is simple but 
effective. It includes a high fluid intake (3,500 to 
4,000 cc. daily), acidulation of the urine, muscular 
activity to avoid the mobilization of calcium from the 
skeleton, and adequate drainage. On such a regimen, 
the incidence of primary renal calculus should be less 
than 2%. The weeks immediately after injury are most 
critical. 

This is not the time to discuss the exact techniques 
employed in the routine urologic care of these patients, 
such as the conditioning of the reflex bladder, the de- 
tails of habit training, the indications for nerve blocks 
or nerve interruptions in special cases—and I should 
like to emphasize that these seem to me to be indi- 
cated only in special cases—and the indications for 
and technique of transurethral resection, which, in 
my experience, has been necessary in perhaps one out 
of every four patients. It should be remembered that 
there is no place for mere expediency in the attack on 
this problem. Nothing but the best will do if the two 
aims mentioned earlier are to be achieved. If they are 
not, the patient cannot anticipate a successful rehabil- 
itation and probably will not live very long; he will 
certainly not enjoy good health. 


Comment 


It is only fair to point out, however, that this 
method of treatment is not easy to follow. It requires 
meticulous daily attention to detail and seemingly 
endless explanations to patients, nurses, attendants 
and, in particular, to other doctors who are concerned 
in the patient's care. Above all, it demands the under- 
standing and the willing cooperation of the patient, 
particularly during the difficult weeks of habit train- 
ing shortly after the removal of the catheter. There is 
no way of avoiding this if the best results are to be 
obtained; I am not aware of any short cuts. The vari- 
ous surgical procedures that have at one time or an- 
other been suggested (some of which still have a 
useful place) are not substitutes for the fundamental 
program of conditioning of the reflex bladder but 
rather are supplements to it, to be employed when 
and if they are required, according to the needs of the 
individua] patient. The other expedients to which I 
have referred briefly are easier for the doctor and 
make fewer demands upon the patient’s understanding 
and cooperation. The only thing to be said for the 
more difficult approach recommended here is that it 
gives the majority of patients a much healthier urinary 
tract and keeps them alive and well longer. 
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NEUROSURGICAL ASPECTS OF TREATMENT FOR PATIENTS 
WITH SPINAL CORD INJURIES 


Irving S. Cooper, M.D., New York 


Since I shall discuss only the aspects of the care of 
patients with spinal cord injuries that are directly 
related to neurosurgical management, it will be nec- 
essary to integrate these remarks with those of the 
other speakers on the panel (this issue, pages 1203-1204 
and 1208-1209) in order to arrive at an over-all picture 
of management for patients with spinal cord injuries. 
As Dr. Covalt has stressed, the patient with spinal 
cord injuries should be taken directly to the x-ray de- 
partment so that roentgenograms might be obtained 
without any additional moving of the patient. It is 
at this point, while the patient is still in the x-ray de- 
partment, that a decision should be made as to 
whether neurosurgical care is immediately indicated, 
assuming that the neurosurgical consultant has been 
called to see the patient. After a detailed neurological 
examination and appraisal of the roentgenograms, the 
first decision that the neurosurgeon is called upon to 
make is whether any immediate neurosurgical ma- 
neuver is indicated. 


Early Neurosurgical Treatment 


In cases of fracture-dislocation of the cervical spine 
in which reduction must be carried out, this is usually 
performed properly by skeletal traction applied to the 
skull. The method that is commonly used is the appli- 
cation of Crutchfield tongs to the crown of the skull 
or wires passed through trephine openings in the skull. 
Thus, in a great majority of cases of fracture-disloca- 
tion of the cervical spine, proper reduction with de- 
compression of the spinal cord, which is the initial 
treatment of choice, can be accomplished by skull 
traction. In cases in which skeletal traction properly 
applied has not been able to reduce the dislocation 
or in which a subarachnoid block persists despite 
adequate use of traction, cervical laminectomy with 
decompression is indicated. Another indication for 
open operation is progressive increase in neurological 
deficit despite satisfactory skeletal traction. In some 
instances of violent injury to the cervical portion of 
the spinal cord, acute herniation of the intervertebral 
disk also occurs. Usually, clinical and roentgeno- 
graphic studies will aid in the diagnosis of this lesion, 
although occasionally myelography is necessary. In 
such instances, laminectomy with decompression of 
the spinal cord should be performed. 

In cases of thoracic and lumbar fracture-dislocation, 
the subject of laminectomy versus more conservative 
management continues to be controversial, although 
an increasing number of neurosurgeons now seem to 
feel that laminectomy and decompression is the treat- 
ment of choice in almost every case. It has been my 
own policy to recommend that laminectomy be per- 
formed early in every case of paraplegia that is caused 
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before the Section on Physical Medicine at the 105th Annual Meeting of the 
American Medical Association, Chicago, June 12, 1956. 


© The first decision for the neurosurgeon after an 
injury to the spinal cord is whether any immediate 
neurosurgical maneuver is indicated. Neurological 
and roentgenographic examination determine wheth- 
er fracture-dislocations need to be reduced, whether 
traction or laminectomy are necessary, and whether 
post-traumatic fragments of bone, intraspinal hema- 
tomas, or herniated intervertebral disks require at- 
tention. In many cases early laminectomy is actually 
the conservative course of action. Later problems for 
the neurosurgeon, from three months to several years 
after the injury, concern especially the intractable 
pain and spasticity that generally accompany para- 
plegia. Various procedures, including chordotomy, 
offer reasonable hope of relief of pain; alleviation 
of spasticity may be afforded by peripheral neurec- 
tomy, subarachnoid alcohol block, rhizotomy, or sub- 
total spinal chordectomy. 


by injury of the thoracic and lumbar spine. It is my 
opinion that early, routine laminectomy in such cases 
is actually the conservative course of action and that 
it can be done safely and without causing any delay 
in the ultimate rehabilitation of the patient. 

There are many reasons why laminectomy should 
be performed, some of which have already been 
enumerated in early reports. Very briefly, some of the 
reasons for laminectomy are as follows: 1. In the 
thoracic and lumbar region it is an operation that can 
be performed quickly, under local anesthesia if nec- 
essary, without interfering with the stability of the 
spinal column and with a mortality rate that is prac- 
tically nil. 2. There is no way during the immediate 
post-traumatic period in patients demonstrating com- 
plete paraplegia to ascertain, by either neurological 
examination or roentgenographic examination, wheth- 
er there has been an anatomic transection of the 
spinal cord. An examiner is not justified by either 
clinical examination or roentgenologic examination. in 
concluding that the spinal cord has been irreparably 
damaged. The only way one can determine early, in 
patients demonstrating complete loss of motor and 
sensory function, whether the spinal cord is anatomi- 
cally transected is by direct exploration. Therefore, the 
patient should not be denied laminectomy because 
the examiner has the impression that the spinal cord 
is already hopelessly injured. 3. It can be considered 
that in some cases the removal of depressed laminas 
and other post-traumatic fragments of bone as well 
as intraspinal hematomas may have a beneficial effect 
upon future spinal cord function. 4. Wide débride- 
ment with intradural exploration may help to prevent 
late arachnoiditis and other later complications, such 
as pain and spasticity. 5. If wide decompression of 
the injured area of the spinal cord is performed 
shortly after injury, early mobilization and rehabilita- 


4 
| 
4 
3g 
i 
~ 
oa 
d 


1206 SPINAL CORD INJURIES—COOPER 


tion may be instituted more safely than if the patient 
still has spinal cord compression. 6. Paraplegic pa- 
tients logically conclude that direct exploration and 
decompression of the spinal cord should be attempted, 
if there is not some definite medical contraindication, 
before they are asked to resign themselves to a life- 
time of paraplegia and a long period of rehabilitation 
for their paralyzed extremities. 


Alleviation of Sequelae 


During the late phases of care for the patient wi tf 
spinal cord injuries, that is, from three months to 
several years after injury, the neurosurgeon may be 
able to play a role in alleviating some of the undesir- 
able sequelae of paraplegia. For the purpose of this 
discussion, I shall limit myself to two of the most 
intractable and distressing complications of spinal 
cord injury, pain and spasticity. Although these phe- 
nomena are not both invariably present in the same 
patient, there is some justification for considering pain 
and spasticity simultaneously. Both of these phenom- 
ena are paradoxical neurological sequelae of spinal 
cord injury. In the case of pain, this sensation is 
usually referred to areas rendered anesthetic and 
analgesic by the spinal cord lesion, so that heightened 
pain sensation is present in an area from which the 
application of painful stimuli cannot be appreciated. 
Likewise, spasticity in patients with paraplegia reflects 
exaggerated involuntary motion of muscles that can- 
not be moved voluntarily. Thus, these phenomena, 
namely, pain referred to analgesic areas and exagger- 
ated activity in paralyzed muscles, are considered to 
be physiologically related. Moreover, in evaluating the 
etiology of these distressing sequelae, there is consid- 
erable evidence that not only the destructive elements 
of traumatic lesions but also the irritative effects of 
such injuries must be taken into account. For these 
reasons, pain and spasticity may be considered to- 
gether. 

Management of Pain.—Approximately 75% of the 
patients who incur spinal cord injury will, at some 
time during their course, complain of some type of 
severe pain. Because of the nature of such an injury, 
which may render a large part of the body numb, pain 
in these patients is particularly difficult to evaluate. 
No single classification of pain in paraplegic patients 
has been suggested that can be considered inclusive. 
Moreover, an etiological classification is not feasible 
at this time, inasmuch as the individual roles of the 
sympathetic nervous system, spinothalamic tract sys- 
tems, and unrelated pathways have not yet been 
elucidated in these cases. Since there are some obvious 
differences in the mechanisms productive of pain 
during the early weeks after injury and those pro- 
ductive of pain after this period, it is well to consider 
pain early and late after spinal cord trauma. 

Early Pain: A surprisingly small percentage of pa- 
tients complain of severe pain over the site of verte- 
bral injury. Many vertebral fracture-dislocations are 
unattended by local pain. In my experience, local 
discomfort is more common in cases of cervical frac- 
ture-dislocation than in fractures in other regions of 
the vertebral column. The treatment dictated by con- 
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sideration of spinal cord lesion, as outlined earlier 
(that is, early skeletal traction in cases of cervical 
lesions and early laminectomy in cases of thoracic or 
lumbosacral lesions), will invariably alleviate the pain 
produced by the bony abnormality. In the cases in 
which spinal fusion is indicated, this procedure will 
also lessen the likelihood of prolonged local pain. 
Consequently, local pain over the site of vertebral 
fracture seldom becomes intractable and is usually 
managed without difficulty. 

The two common neurological causes of pain in the 
nerve root are cartilaginous compression and complete 
intraspinal subarachnoid block. The presence of a 
complete subarachnoid block, particularly in the lower 
thoracic or lumbar region, will often produce severe 
pain in both lower extremities. This pain is often 
sharp and lancinating in character, as well as constant 
and excruciating. It may be diffuse throughout the 
extremities. It is sometimes accompanied by burning 
paresthesias. The pain is aggravated by extension of 
the back, coughing, sneezing, or other activities that 
tend to increase intra-abdominal and thus intraspinal 
pressure. Roentgenologic examination may provide 
evidence of narrowing of the intraspinal canal, and 
the presence of a subarachnoid block is confirmed by 
spinal puncture with careful manometric studies. 
Once this block is demonstrated, early laminectomy 
with decompression of the block is indicated. Surgical 
decompression will usually result in prompt relief of 
pain due to this cause. Since the presence of an intra- 
spinal block is in itself indication for laminectomy, 
further discussion of pain due to such a cause is not 
necessary. 

Pain due to compression of one or more nerve roots 
even in the absence of an intraspinal block is not in- 
frequent in cases of vertebral fracture-dislocation. 
Compression of such roots may be due to anterior dis- 
location of a fractured lamina, posterior dislocation 
of part or all of the body of a fractured vertebra, 
protrusion of bony fragments into an intervertebral 
foramen, or traumatic protrusion of an intervertebral 
disk. The occurrence of the latter phenomenon is 
more common than had formerly been thought and 
has been emphasized recently, particularly as a cause 
of neurological damage in the cervical region. 

Radicular pain due to one of the afore-mentioned 
causes of nerve root compression is recognized by 
those qualities peculiar to root pain: 1. The pain fol- 
lows the anatomic distribution of one or more nerve 
roots. 2. Paresthesias along the same distribution are 
not uncommon, particularly in cases of incomplete 
transection of the spinal cord. 3. The pain is aggra- 
vated by coughing, sneezing, or straining. 4. The pain 
is usually intensified at night after the patient has been 
in an extended or hyperextended posture for some 
time. 5. The pain is usually sharp and lancinating in 
character. 

Careful neurological evaluation and roentgenologic 
study will usually indicate the site at which radicular 
compression is occurring. Roentgenographic demon- 
stration of a fracture extending through one of the 
intervertebral foramens, an extreme narrowing of an 


intervertebral disk space, or an obvious bony abnor- 
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mality may indicate the vertebral site of nerve root 
compression. In some instances, in the absence of such 
roentgenologic findings and in the absence of a sub- 
arachnoid block, contrast myelography may be uti- 
lized as an adjunctive aid in evaluating the site and 
cause of nerve root compression following spinal in- 
jury. However, this latter procedure is to be avoided 
in such cases whenever possible. Many spinal cord in- 
juries are accompanied by subarachnoid or intramedul- 
lary hemorrhages, arachnoidal lacerations, and other 
types of lesions conducive to fibroblastic reaction. Su- 
perimposed upon such a nidus, the introduction of io- 
dized oil (Lipiodol) or iophendylate (Pantopaque) may 
contribute to the development of an adhesive arach- 
noiditis. This is a common finding in cases in which 
exploration is done one or more years after injury, and 
such arachnoiditis is undoubtedly a contributing fac- 
tor in production of the sequelae of spinal cord 
trauma. 

Surgical exploration and decompression is the treat- 
ment of choice in cases of pain due to nerve root com- 
pression. Hemilaminectomy, foraminotomy, or removal 
of a protruded intervertebral disk, depending upon 
whichever proves to be indicated, will often relieve 
radicular pain. Treatment of this type of injury to 
the spinal cord or cauda equina will be more success- 
ful in those cases in which decompression is carried 
out early, before the pain has become constant and 
before the patient has become dependent on narcotics. 

One other cause of pain in paraplegic patients dur- 
ing the early days following spinal cord injury is the 
presence of concomitant injuries to other body parts, 
such as a ruptured spleen or traumatic hemothorax. 
Such a category is too obvious to require further 
elaboration and is mentioned only for the sake of com- 
pleteness. However, I have seen patients in whom 
extraspinal injuries had been overlooked because of 
the initial examiner's preoccupation with the major 
symptom of paraplegia. Vigilance in a complete physi- 
cal examination obviates such errors. 

Late Pain: Pain of an intractable nature is more 
often a complaint of the patient three or more months 
after injury than during the early post-traumatic pe- 
riod. This pain has been classified by several authors. 
Most writers seem agreed that pain in the lower ex- 
tremities may be of an intermittent, sharp, lancinating, 
radicular quality; a diffuse, dull aching quality; or a 
burning causalgia-like quality. The first type is most 
frequently seen in cases of injury to the cauda equina, 
while the second type is more commonly encountered 
in injuries of the spinal cord proper. The diffuse burn- 
ing type of pain may be present in cases of injury to 
either the spinal cord or the cauda equina. Although 
the burning pain complained of by persons with para- 
plegia is similar to that usually described as causalgic, 
this type of pain in paraplegic patients is seldom, if 
ever, entirely relieved by sympathectomy. Holmes 
postulated that such persistent burning pain might be 
due to changes in the anterolateral columns of the 
spinal cord. Forster's investigations demonstrating 
that the entire pain pathway in the spinal cord is 
excitable substantiated Holmes’ hypothesis. This still 
offers the best physiological explanation for the pres- 
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ence of diffuse aching, burning, tingling, or other non- 
radicular pains of the insensitive lower extremities 
of the paraplegic patient. 

It has been my experience that all the categories of 
pain described in the preceding paragraph (that is, 
the radicular type of lancinating pains; diffuse, deep 
aching pain; or constant burning, tingling pains 
occurring in the insensitive paralyzed lower extremi- 
ties), present three months or later after spinal cord 
injury, are best treated by bilateral high thoracic or 
cervical spinothalamic chordotomy. Like most neuro- 
surgeons, I have had disappointing results with the 
use of spinothalamic chordotomy for pain in some 
paraplegic patients. However, if patients are selected 
who have not yet become addicted to narcotics and 
whose pain is not psychologically motivated, and if 
such patients are operated on under local anesthesia 
to allow instant appraisal of the level of analgesia 
achieved, the incidence of successful relief of pain 
will be reasonably satisfactory. 

Relief of Spasticity—In persons with traumatic 
paraplegia, spasticity of the paralyzed lower extremi- 
ties becomes marked enough to impede rehabilitative 
measures in approximately 40% of those with injuries 
to the cervical and thoracic portions of the spinal cord. 
The relief of this spasticity will often enable a bed- 
ridden paraplegic patient to become ambulatory and 
self-sufficient. The four types of neurosurgical pro- 
cedures that will alleviate intractable spasticity in the 
paraplegic patient are as follows: (1) peripheral 
neurectomy, (2) subarachnoid alcohol block, (3) rhizot- 
omy, and (4) subtotal spinal chordectomy. 

Peripheral Neurectomy: The resection of peripheral 
nerves has rather limited usefulness in relief of spas- 
ticity in paraplegic patients. It is confined largely to 
resection of the obturator nerves for relief of adductor, 
or scissors, spasticity. When the incapacitating spas- 
ticity is largely confined to the adductor muscles of 
the thighs, the procedure of choice is bilateral trans- 
abdominal obturator neurectomy. This procedure can 
be performed easily and provides immediate relief. 
The nerve is approached retroperitoneally through a 
McBurney abdominal incision and is readily identified 
as it emerges from the medial side of the psoas muscle 
to cross the brim of the pelvis. Stimulation of the 
nerve to produce adduction of the thighs positively 
identifies it prior to resection. 

Subarachnoid Alcohol Block: Subarachnoid alcohol 
block has emerged as the single most useful and most 
applicable method available for relief of paraplegic 
spasticity. The indications for subarachnoid alcohol 
injection are essentially those previously applied to 
anterior rhizotomy. The chief indication is intractable 
spasticity of the lower extremities, which have no use- 
ful motor or sensory function. Enough time should 
have elapsed from the time of injury so that the lesion 
may be known to be stationary; this eliminates the 
possibility of future neurological recovery. This pro- 
cedure has certain advantages over anterior rhizot- 
omy: it is safer and more easily performed and is free 
of the hazards of major surgical procedure. Its effects 
are immediate and, in most instances, of long dura- 
tion. It is, however, not selective. Thus, if certain 
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nerve roots, such as those to the detrusor urinae, are 
to be excluded, this method is contraindicated in 
favor of selective anterior rhizotomy. Such contraindi- 
cations, however, are rare, particularly since it has 
been demonstrated that satisfactory autonomic mictu- 
rition and sexual potency in the male can develop after 
subarachnoid alcohol injection. 

The technique of subarachnoid injection I now use 
is as follows: The patient is placed on his side in bed, 
and the foot of the bed is elevated 18 in. An 18-gauge 
spinal puncture needle is inserted at the first lumbar 
interspace. A syringe containing 15 cc. of dehydrated 
alcohol is attached to the needle, and the alcohol is 
injected at the rate of 1 cc. every 15 seconds. An 
assistant constantly checks the patient’s vital signs and 
the level of anesthesia during the injection. The in- 
jection is continued until both legs have become com- 
pletely flaccid or until 15 cc. of alcohol has been 
injected. The patient is then turned on his back and 
kept in this position for four to six hours. He is 
allowed out of bed on the following day. If the injec- 
tion has not produced satisfactory flaccidity, it is 
repeated the following day, with an additional 10 cc. 
of alcohol being used. 

Rhizotomy: Rhizotomy, or intraspinal resection of 
nerve roots, is the time-honored method of relieving 
paraplegic spasticity, used since the introduction by 
Forster of posterior root section for spastic paraplegia. 
The fact that posterior rhizotomy alone did not pro- 
vide adequate relief of spasticity led Munro to develop 
the technique of anterior dorsolumbar rhizotomy. 
This method requires laminectomy and division of all 
anterior nerve roots from the 10th thoracic through 
the Ist or 2nd sacral. The last firm dentate ligament is 
usually regarded as indicating the level of the first 
lumbar nerve root, although this relation is not invari- 
able. If one is anxious to avoid sacrificing the motor 
supply of the detrusor urinae (usually the second and 
third sacral roots), these roots can be positively identi- 
fied by stimulating each sacral root individually and 
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at the same time recording the intravesicular pressure. 
Unless one is desirous of sparing certain nerve roots, 
such as those which innervate the urinary bladder, or 
unless some sensation exists in the lower extremities, 
subarachnoid alcohol injection is probably to be pre- 
ferred to anterior rhizotomy. 

Subtotal Spinal Chordectomy: Occasionally one is 
faced with the problem of recurrent spasticity after 
subarachnoid alcohol injection. In these circumstances 
the operation of anterior rhizotomy is made very diffi- 
cult by the dense adhesive arachnoiditis produced by 
the prior alcohol injection. This arachnoiditis usually 
makes positive identification of individual roots im- 
possible. In such cases, one may resort to subtotal re- 
section of the spinal cord. This subtotal chordectomy 
involves resection of the spinal cord and nerve roots 
below the level of the 9th or 10th thoracic segment. 
The operation requires a laminectomy extending from 
the 9th or 10th thoracic to the first lumbar level and is 
performed more quickly and easily than is anterior 
dorsolumbar rhizotomy. McCarty has demonstrated 
that removal of the entire cord in man below the sec- 
ond thoracic level is not incompatible with life. In 
my experience, removal of that section of the spinal 
cord below the ninth thoracic level has had no unto- 
ward or unexpected sequelae. 


Summary 


During the early management of the patient with 
spinal cord injury, the neurosurgeon may contribute 
to the neurological evaluation. He may perform skele- 
tal reduction of cervical fracture-dislocation and 
laminectomy as well as decompressive procedures 
when these are indicated. The principal sequelae that 
often require the attention of neurosurgeons during 
the later phase of this problem are intractable pain 
and spasticity. There are various neurosurgical 
methods that may be utilized in the management of 
these sequelae. 


350 First Ave. (16). 


REHABILITATION OF THE PARAPLEGIC PATIENT 


Donald A. Covalt, M.D., New York 


The rehabilitation of the paraplegic patient can 
only be accomplished with the closely knit coopera- 
tion of the neurosurgeon, urologist, orthopedic sur- 
geon, and physiatrist. On admission, the patient should 
be taken directly to the x-ray room so that the neuro- 
surgeon, having been called in to see him, can decide 
upon the advisability of surgery. The physiatrist 
should be called early to see the patient, who should 
be put on a Stryker frame or sponge-rubber mattress 
and turned every two hours. Particular attention 


Associate Professor, Department of Physical Medicine and Rehabilitation, 
New York University College of Medicine, and Associate Director, Institute 
of Physical Medicine and Rehabilitation, New York University—Bellevue 
Medical Center. 

Read in the Panel Discussion on Rehabilitation of Patients with Paraplegia 
before the Section on Physical Medicine at the 105th Annual Meeting of the 
American Medical Association, Chicago, June 12, 1956. 


* The end-result in rehabilitating the paraplegic pa- 
tient is preparing him for a job, or at least preparing 
him for further vocational training that will result in a 
job. Total rehabilitation requires the cooperative serv- 
ices of the neurosurgeon, urologist, orthopedic sur- 
geon, and physiatrist. The series of activities pre- 
sented, which follow definitive care, are directed to 
the paraplegic patient’s adjustment to walking and 
daily living. 


should be paid to the skin over the sacrum and over 
the knees, as well as to that over the ischial tuberosi- 
ties and the two trochanters. These areas should be 
cleansed carefully, massaged lightly, and oiled with 
some bland ointment or oi] each time the patient is 
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turned. It is important that the patient be placed in 
a neutral anatomic position, and, if necessary, splints 
should be put on to preserve the right angle of the 
foot on the ankle. 

The physical therapist should be given instructions 
about exercising the joints of the patient's paralyzed 
extremities through a complete range of motion. Also, 
the patient should be given exercise for stretching the 
Achilles tendon. While the patient is in bed, either 
waiting for a laminectomy or recuperating from the 
operation, he should be given exercises to strengthen 
the muscles of the upper extremities. These are the 
muscles that will help him to walk after he is given 
braces. Particular attention should be paid to the tri- 
ceps and latissimus dorsi muscles. 

I do not recommend use of the triangular overhead 
bar, as some do, to aid patients in pulling themselves 
up into a sitting position; the patient only needs 
enough strength in the biceps to feed himself. There- 
fore, our patients are instructed to push themselves 
up with their hands placed behind them. This utilizes 
the triceps muscles and enables the patient to gain a 
sitting position. As soon as clearance is obtained from 
his neurosurgeon and/or orthopedic surgeon, the pa- 
tient should be placed on a tilted board, with straps 
over his chest, hips, and knees, and should be allowed 
to stand in a vertical position. To start with, he should 
be allowed to stand at an angle of 25 to 30 degrees 
and only for a few minutes. This should be gradually 
increased, so that at the end of two weeks he should 
be standing in a vertical position for at least one hour 
a day. We know from research work that has been 
done’ that an hour of standing a day will keep the 
calcium in the long bones of the legs and help to pre- 
vent urinary calculi and infection, which is the killer 
of paraplegic patients. 

Braces should be ordered as soon as possible. We 
use as a rule of the thumb the 10th thoracic vertebra 
as a starting point. Those patients with lesions at T-10 
and above are usually given double bar long braces 
with pelvic band and Knight spinal attachment for 
the back; those with lesions from T-10 to L-1 are 
given double bar long leg braces with pelvic band; 
and those with lesions below L-1, depending upon the 
musculature present, are given long leg braces. 


Walking and Daily Living 


The patient is brought to a standing position in the 
parallel bars and is usually started out with a “drag 
to” gait; he then advances to a “swing to” gait and, 
finally, a “swing through” gait. As soon as he is pro- 
ficient in the parallel bars, the bars are eliminated and 
he is given crutches and taught to ambulate, at first 
with assistance and later by himself. The patient must 
be taught to climb curbs. We usually start with a 2-in. 
curb and graduate to a 4-in. curb and, finally, a 6-in. 
curb. Next, the patient must be taught to climb stairs. 
This is ordinarily taught with a one-hand rail and one 
crutch, the patient being allowed to carry the other 
crutch. 

Also, the patient must be given an intensive course 
in activities of daily living. This would include train- 
ing in transfer activities such as those from the bed to 
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the wheelchair and back again, from the wheelchair 
to the toilet and back again, and from the wheelchair 
to a standing position and back again. He must be 
taught how to dress himself as well as all personal 
hygiene activities. Last, but not least, the patient must 
be taught to drive his own car, utilizing some of the 
simple hand-control devices that can be installed very 
inexpensively. Bowel and bladder training is most im- 
portant. Bowel function is controlled by means of 
careful diet and the use of glycerin suppositories every 
other day. The majority of our patients do develop an 
automatic bladder control. However, since many of 
these patients return to active lives, they must be pro- 
tected by some type of rubber urinal. 

While the paraplegic patient is finishing his physical 
restoration, it is important that vocational possibilities 
be explored. In that way, when the patient is ready 
to leave the rehabilitation center he will know that he 
is prepared either to go to a job or to take further 
vocational training that will result in a job. 


Summary 


The patient with paraplegia should be kept on an 
active rehabilitation program from the time he is ad- 
mitted to the hospital until he is discharged. He should 
be taught to become as self-sufficient as possible. Voca- 
tional possibilities should be explored, so that he may 
return to a job as soon as possible or may go on to 
further vocational training. Early rehabilitation pro- 
cedures help to prevent the complications to which 
these patients are so liable. Later, the program must 
become more active and should include training in am- 
bulation with braces, wheelchair activities, and hyper- 
development of the patie +t; remaining muscles. 


400 E. 34th St. (16). 
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1. Abramson, A. S.: Bone Disturbances in Injuries to Spinal Coid and 
Cauda Equina (Paraplegia), J. Bone & Joint Surg. 30-A: 982-987 (Oct.) 
1948. 


Capillary Thrombosis.—Capillary thrombosis is observed in a 
number of conditions. Extensive involvement has been reported 
in a variety of diseases, such as rickettsial infections, dissemi- 
nated lupus erythematosus, periarteritis. nodosa, malignancy, 
aplastic anemia, and thrombotic thrombocytopenic purpura. The 
pathogenesis is as yet undetermined. Moschcowitz was the first 
to report an instance of thrombotic thrombocytopenic purpura; 
this he did in 1925. He believed the thrombi consist of agglu- 
tinated erythrocytes, and pointed out that there is no evidence 
of primary vascular disease. Altschule ascribed the lesions to 
damage to the vascular endothelium, with secondary deposition 
of platelets. Muirhead and associates reported one case in which 
there were extensive endothelial proliferation, “platelet” thrombi 
and simultaneous “glomerulitis.” Gore suggested that the earliest 
prethrombotic lesion in thrombotic thrombocytopenic purpura 
is a swelling of the subendothelial hyaline material, followed by 
rupture of the endothelium, with deposition of platelets on the 
injured spot and formation of a bimorphic thrombus. Endothelial 
proliferation and organization of the thrombus would then take 
place, only to be followed by new depositions of platelets, bring- 
ing about thrombocytopenia. Two of his five patients had a 
leukemoid blood reaction. In most cases reported, a shift to the 
left, with immaturity, was noted in smears of peripheral blood, 
but leukemia was ruled out. The clinical picture is rather typical, 
although not specific for the condition —K. O. Husebye, M.D., 
J. M. Stickney, M.D., and W. A. Bennett, M.D., “Platelet” 
Thrombosis in Leukemia, Annals of Internal Medicine, May, 
1956. 
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ABO BLOOD GROUPS AND DISEASE 
Joseph A. Buckwalter, M.D., E. Bruce Wohlwend, M.D., Donald C. Colter, M.D., Robert T. Tidrick, M.D. 


Lloyd A. Knowler, Ph.D., Iowa City 


Although the first half of the 20th century has seen 
the rapid expansion of the science of genetics, there 
has not been comparable growth in that branch con- 
cerned with human inheritance. This is related to a 
long gestation period, small family size, and a scarcity 
of characteristics inherited in a sufficiently simple 
manner to make practical a study of the genetic mech- 
anisms involved. Undoubtedly, the impossibility of 
bringing about experimental mating in humans has 
played a major part. The blood groups, however, pro- 
vide the specialist in human genetics with an almost 
ideal tool for use in his studies. Being all-or-none 


_ characteristics, they are readily classified, and their 


method of inheritance is exactly known. A practical 
illustration of the latter is their use in paternity prob- 
lems. That considerable thought has been given to 
the possibility of an association between the ABO 
blood groups and disease is indicated by the numer- 
ous reports since 1920. Most of the early studies were 
done elsewhere than the United States. The results 
of these investigations were conflicting and incon- 
clusive. At the time of the comprehensive review by 
Lessa and Alarcao' in 1949, there still was no con- 
vincing evidence of such an association, although 
Levine, Katzin, and Burnham? in 1941 had demon- 
strated the role of rhesus blood types in erythroblas- 
tosis fetalis. 

In 1951, Struthers * found that, in Scotland, there 
was an increased (higher than expected) frequency 
of blood type A among children dying of bron- 
chopneumonia during the first two years of life. 
Widespread interest was kindled among geneticists, 
immunologists, general biologists, and clinicians by 
the report of Aird, Bentall, and Fraser Roberts * in 
1953 indicating a highly significant increased fre- 
quency of blood type A and decreased (lower than 
expected) frequency of blood type O among 3,632 
patients with gastric cancer in England and Scotland; 
similar findings were subsequently reported by Hol- 
lander ° from Switzerland, Kgster, Sindrup, and Seele ° 
from Denmark, and our group * from the United States. 
In 1954, Aird and co-workers * reported data indicat- 
ing an even more highly significant association with 
peptic ulcer characterized by an increase in O and 
decreases of the other blood-type frequencies in 3,011 
patients. These findings were confirmed by Clarke and 
associates * in Great Britain, Kgster, Sindrup, and 
Seele* in Denmark, and our group ‘’ in the United 
States. However, our results indicated no significant 
difference between duodenal and gastric ulcer, where- 
as the other investigators obtained dissimilar findings 
for the two; gastric ulcer did not show the highly 
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¢ The existence of an association between certain | 
diseases and the ABO blood groups was investigated 
by studying the blood-type frequencies of 158 pa- 
tients with pernicious anemia, 908 with gastric carci- 
noma, 1,839 with peptic ulcer, 866 with carcinoma 
of the breast, 395 with carcinoma of the lungs, 
256 with carcinoma of the colon and rectum, 456 
with leukemia, 327 with congenital anomalies, and 
184 with ulcerative colitis, and comparing them with 
the blood-type frequencies observed in blood 
donors. The strongest association found concerned 
peptic ulcer; statistically significant associations 
also were found for gastric carcinoma and perni- 
cious anemia. Patients with pernicious anemia were 
distributed between groups A and O in the ratio 
1:0.78, while the control patients exhibited the 
ratio 1:1.10. So great a difference in a sample of 
this size would have been found as an accident of 
sampling less than 5 times in 100, and is therefore 
accepted as significant. The incidence of gastric 
carcinoma was also greatest in persons with blood 
type A; that of peptic ulcer was greatest in persons 
with blood type O. The data suggested, but did not 
suffice to prove, an association of blood group with 
pulmonary and mammary carcinoma. No evidence 
was found of association with carcinoma of the 
colon and rectum, leukemia, ulcerative colitis, or 
congenital anomalies. 


significant increase in type O and decrease in type A 
noted for duodenal ulcer.’ McConnell, Pyke, and Fra- 
ser Roberts '' have found a significant increase in 
frequency of blood type A in male patients with dia- 
betes mellitus in England, which they feel merits only 
a tentative conclusion of an association; there was no 
evidence of a similar association in women. Likewise, 
there does not appear to be an association to age of 
the patients, as was earlier suggested. 

The failure of earlier studies to demonstrate the 
existence of the now-noted associations may be ex- 
plained by the small size of the series, absence of 
disease specificity with regard to patient groups stud- 
ied, unsatisfactory controls, and the failure to use 
proper methods of statistical analysis. However, since 
these considerations have been appreciated, in addi- 
tion to the positive findings discussed above, the 
results of other, negative investigations have been 
reported. From England, in 1954, Aird and others * 
reported no association for carcinoma of the colon 
and rectum (2,599 cases), breast (1,017 cases), and 
bronchus (998 cases ); McConnell, Clarke, and Down- 
ton,” in 1954, reported none for 777 cases of carci- 
noma of the lung. The initial evidence of an associa- 
tion of the ABO blood groups to toxemia of pregnancy 
has not been supported by later data collected by the 
same authors and Dickins and co-workers.'* In 300 
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cases of gynecologic cancer, Krokfors and Kinnunen "* 
in Finland in 1954 were unable to find evidence of 
an association. Maxwell and Maxwell’® in 1955 re- 
ported their findings indicating no association in 2,147 
patients with essential hypertension in Scotland. 

This report is concerned with the results of the 
investigations of the ABO blood-type frequencies in 
patients with several diseases at the State University 
of Iowa Hospitals. The authors of previous investiga- 
tions done in the United States concluded there was 
no evidence for an association of the ABO blood 
groups and the diseases studied; these investigations 
are discussed in other communications.“ 


Clinical Material and Procedure 


The case material was provided by patients seen 
at the University Hospitals, except for some of the 
cases of gastric carcinoma, peptic ulcer, and breast 


TaBLeE 1.—Blood-Type Distribution in Groups Studied 


A D 
University B University 
Hospitals Des Moines C Hospitals 
Donors Donors Controls* Patientst 
Type No. % No. % No. % No. % 
O 2,149 45.8 743 45.8 2,892 45.8 1,124 45.8 
A 1,953 41.7 672 41.4 2,625 41.6 1,000 40.8 
B 423 9.0 147 9.1 570 9.0 246 10.0 
AB 165 3.5 61 3.7 226 3.6 Ss 3.4 


Total 4,690 100.0 1,623 100.0 6,313 100.0 2.454 100.0 


* Combined data (col. A and B). 
+ Patients with peptie uleers or neoplasms excluded. 


carcinoma, as will be indicated. To insure the high 
degree of homogeneity with regard to categories of 
disease vital to this study, only patients with ironclad 
diagnoses were included. Microscopic proof was re- 
quired for the carcinomas, while unequivocal clinical 
findings were regarded as mandatory for other dis- 
eases. In addition to the diagnostic criteria, the only 


TABLE 2.—Blood Types in Controls and in Patients with 
Pernicious Anemia 


Type 
oO A B AB Total 
Pernicious anemia........ 59 76 14 9 158 
2,892 2,625 570 226 6,313 
2,951 2,701 584 235 6,471 


other factor acting to select cases was information 
concerning the patient’s blood type. The case records 
of all patients with the various diagnoses made avail- 
able by the record room files were reviewed and 
included if satisfying the two forementioned require- 
ments. To eliminate possible errors resulting from 
collection by multiple investigators, we selected and 
recorded all the data. Innumerable statistical studies 
were made feasible by transferring the collected data 
to punch cards and then using machine methods for 
tabulation and sorting. 

The procedure employed in analyzing the data was 
to compare the blood-type frequencies noted in groups 
of patients with those observed in a normal popula- 
tion sample. Healthy blood donors who were friends 
and relatives of the patients and who came from the 
same geographical area and had similar ethnological 
and anthropological origins were used. In table 1 are 
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recorded the data collected by tabulating the blood 
types of consecutive blood donors at a Des Moines 
and the University Hospital blood bank. In column C 
are the combined data, which were used as controls 
for comparison with the blood-type frequencies noted 
in the patients. Note the close agreement of the blood- 
type frequencies of University Hospital patients re- 


TABLE 3.—Frequency of Types O and A in Patients with 
Pernicious Anemia and in Controls 


Oo A Totals Type A, % 
Perni. ious anemia ............ it) 76 135 0.5630 
2,802 2,625 5517 OATS 
2,951 2,701 5,62 


ceiving consecutive transfusions, excluding only those 
with diagnoses of peptic ulceration or malignancy, 
with those of the blood donors used as controls. 

The statistical significance of differences noted 
between the patients’ and the controls’ blood-type 
frequencies was tested by the chi-square method, 
which naturally weights the disease to match the size 
of the control group. An additional test in the form 
of the method of difference in percentages based 
upon the normal curve theory has been applied to 
the data at hand. In a consideration of the various 
methods of examining these data, comparison of the 
differences in the frequencies of the four blood types 
between patients and controls is the obvious and per- 
haps first one that should be applied. For example, 
let us examine all of the blood-type findings in the 
patient and control groups for pernicious anemia at 
the 5% level of significance (table 2). In this case 
chi square equals 6.772 with 3 degrees of freedom. 
Since the value of chi square at the 5% level of sig- 
nificance with 3 degrees of freedom is 7.815, we have 
a result that is not regarded as significant at the 5% 
level. However, we observe that 0.05<p<0.10, and 
so it might be worthwhile to conduct an additional 
study involving more data or to examine these data 
in greater detail. 

Since in the instance of each disease studied, more 
than 85% of the patients had blood type O or A, and 
since the major differences from the controls most 
often occurred in O and A, it was believed desirable 


TaB_e 4.—Blood Types in Patients with Gastric Carcinoma and 
Peptic Ulcer and in Controls 


Blood Type 


Oo A AB 
No. % No. % No. % No. % 
Gastric carcinoma .... 383 42.2 416 45.8 4 9.2 25 2.8 
(908 cases) 
983 58.5 679 36.9 134 7.3 43 2.3 
(1,839 cases) 
2,892 45.8 2,625 416 570 90 226 3.6 


(6,313 donors) 


to examine the data as to the statistical significance 
of the reciprocal changes in frequencies of the O and 
A blood types. This afforded an opportunity to com- 
pare the results with those of other investigators who 
for the most part have used this method of analysis. 

In particular, let us examine the frequencies with 
which types O and A occurred in the patients with 
pernicious anemia and compare them with the fre- 
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quencies in the controls. The following 2 x 2 contin- 
gency table (table 3) states that among this total of 
5,652 persons there were 59 who had pernicious ane- 
mia and whose blood was of type O. Calculations 
based on the subtotals show that, if there were no 
association between blood type and pernicious ane- 
mia, 65 patients would be expected to show this 


TABLE 5.—Number of Patients with Carcinoma of the Breast 
by Blood Type and Hospital 


Blood Type 
A— 

0 A B AB 

University Hospitals (571 cases)............. 244 253 56 18 
Iowa Methodist Hospital (Des Moines) 

57 63 9 9 

Mercy Hospital (lowa City) (157 cases)..... 69 67 16 5 


combination simply by chance, for 2,701 « 135/5,652 
= 65 (approximately ). But the figure actually found, 
namely, 76, exceeds the expected number by 11. The 
following calculation of chi square for a fourfold table 
(which has 1 degree of freedom) shows that so 
great a discrepancy between the actual and the ex- 
pected would occur by chance less than 5 times in 100: 


[(59) (2,625) — (76) (2,892)] 2 (5,652) 
(2,951) (2,701) (135) (5,517) 


From tables of chi square it can be seen that a value 
of 4.012 corresponds to a value of p between 0.02 and 
0.05, and it can be asserted, therefore, that the fre- 
quency of blood type A was significantly higher 
among the patients with pernicious anemia than 
among the controls. 

Further consideration based upon the difference in 
percentages based upon the normal curve theory: 


Rae 0.5630 — 0.4758 0.0872 


(0.5630) (0.4370) + (0.4758) (0.5242) = ———— = 1.83 
Vv 135 5,517 0.0477 


yields a value that is slightly lower than that at the 
5% level. However, any test that reveals a significant 
difference should not be overlooked. Consequently, 
this study suggests that the frequency of blood type 
A is significantly higher in patients with pernicious 
anemia than in the controls. In addition to the two 
methods illustrated, other comparisons taken two and 


X? = 4.012 


TABLE 6.—Blood Types of Patients with Carcinoma of the Breast 


Patients Level of 
Blood Difference in % Significance 
Type No. % from Controls x? (Probability) 
oO 370 42.7 —3.1)) 
+— 2.861 0.05<p<0.10 
A 383 44.2 +2.6 
2.877 p>0.10 
B 81 94 +04 
AB 32 3.7 +0.1 
Total S66 100.0 0.0 


three at a time (such as O and B or O and A and B) 
were made where indicated. Only the results of the 
first two comparisons will be reported. 


Results 


The findings for patients with gastric carcinoma and 
peptic ulcer are summarized in table 4. When the 
blood-type frequencies noted in the patient and con- 
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trol groups were compared, levels of significance for 
the observed differences were noted at 2% for gastric 
carcinoma and 0.1% for peptic ulcer. The detailed 
data and discussion concerned therewith are included 
in other articles.** In table 5 are recorded the data, 
collected from three hospitals, relative to carcinoma of 
the breast. No significant differences were found be- 
tween the blood-type frequencies of the patients from 
the different hospitals. For purposes of the further 
statistical analysis, these data were combined. The 
results of the O-A and the O-A-B-AB comparisons are 
recorded in table 6. Of interest is the chi-square value 
for the O-A comparisons indicating a level of signifi- 
cance at 10%, as compared with the O-A-B-AB com- 
parison, where there was no evidence of significance. 

Patients with carcinoma of the lung were studied as 
one sample and were not subdivided by cell type. 
As will be noted in table 7, the O-A comparison was 


TABLE 7.—Blood Types of Patients with Carcinoma of the Lungs 


Patients Level of 


Blood - —, Difference in % Significance 


Type No. % from Controls x? (Probability) 
Oo 202 51.1 +5.3 7 
4.643 0.02<p<0.05 
A 144 36.5 
5.259 p>0.10 
B 33 8.4 —0.6 
AB 16 4.0 +04 J 
Total 395 100.0 0.0 


significant at the 5% level. That is, the observed dis- 
crepancy between the expected and the actual would 
arise by accidents of sampling 5 times in 100. That it 
did so arise seems the more likely when one notices 
that, in the examination of the entire group, the differ- 
ences among the four types could have arisen by 


TaBLe 8.—Blood Types of Patients with Carcinoma of the 
Colon and Rectum 


Patieats Level of 
Blood ———~————, Difference in % Significance 
Type No. % from Controls x? (Probability) 
Oo 119 46.5 +0.7 
—— 0.120 p>0.10 
A 103 40.3 —1.3 
—— 0.283 p>0.10 
B 24 9.4 +0.4 
AB 10 3.8 +0.2 
Total 256 100.0 0.0 


chance 10 times in 100 and are therefore not to be 
considered significant. This may be due to the fact 
that the slightly increased AB and decreased B fre- 
quencies in the patients as compared with the controls 
balanced one another. The data with regard to patients 
with carcinoma of the colon and rectum appear in 
table 8. No evidence of statistical significance was 
discovered when comparisons of the O-A or the 
O-A-B-AB differences were made. Wher colonic (153 
cases) and rectal (103 cases) carcinoma were exam- 
ined separately, likewise no evidence of an association 
to blood type was found. 

Although most of the leukemias studied were either 
lymphatic or myeloid in type, small numbers of the 
less common ones were included. No evidence of an 
association to the ABO blood groups was found (table 
9). The congenital anomalies studied have included 
those of the nervous, cardiovascular, respiratory, geni- 
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tourinary, and gastrointestinal systems. Inspection of 
the combined data recorded in table 10 indicates that 
no statistically significant differences were found. 
Study of each separate group failed equally to show 
evidence of statistically significant differences. No 
evidence was found to suggest an association between 
the ABO blood groups and ulcerative colitis. These 
data are recorded in table 11. Although relatively few 
cases were available for study, evidence suggesting 
an association to the ABO blood groups, as already 
illustrated, was found in patients with pernicious 
anemia. These data are recorded in table 12. It will 
be noted that the evidence was strongest when the O 
and A comparison was made. 


Comment 


In the evaluation of the results of this or any similar 
study, reliable controls have been regarded as most 
important. This reliability is determined by whether 


TABLE 9.—Blood Types of Patients with Leukemia 


Patients Level of _ 
Blood ——~———_ Difference in % Significance 
Type No. % from Controls x2 (Probability) 
226 49.6 +3.8>) 
—— 1,732 p>0.10 
A 179 39.3 —2.3 
3.575 p>0.10 
B 40 8.7 —0.3 
AB 11 2.4 —1.2 
Total 456 100.0 0.0 


or not the controls are truly representative of the popu- 
lxtion from which the patients came. For reasons 
stated in another article,’® our controls would seem to 
compare favorably with those used by the other auth- 
ors. The possible existence of unrecognized factors act- 
ing to select blood donors and thus altering the results 


TaBLE 10.—Blood Types in Patients with Congenital Anomalies 


Patients Level of 
Blood ———~————,, Difference in % Significance 
Type No. % from Controls x? (Probability) 
156 47.7 +1.9))) 
0.046 p>0.10 
A 138 42.2 +0.6 
—— 2.147 p>0.10 
B 22 6.7 —2.3 
AB 11 3.4 —0.2 
Total 327 100.0 0.0 


of the comparisons with control patients has been con- 
sidered. Whether blood donors are satisfactory con- 
trols and whether the concept of normal population 
controls for these investigations is valid are two ques- 
tions not finally answered, which are the subject for 
continuing study. 

As mentioned before, rigorous diagnostic criteria 
must be insisted on in categorizing patients for study. 
Patients who could not be regarded as having ironclad 
diagnoses were rejected. Pernicious anemia presented 
a particularly good example of this point. Although 
more than 600 cases were noted in the record-room 
files, only 158 of these patients were judged to have 
ironclad diagnoses, with achlorhydria, macrocytic 
hyperchromic anemia, megaloblastic bone marrow, 
and proper response to therapy. Absence of informa- 
tion relative to blood type eliminated a substantial 
number of patients. 
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The findings in gastric carcinoma agree with those 
reported by Aird, Bentall, and Fraser Roberts,‘ Hol- 
lander,® and K@gster, Sindrup, and Seele.* Similarly, 
with the exception of the previously indicated differ- 
ence in regard to gastric ulcer, our findings in peptic 
ulcer are in accord with those reported by Aird and 


TABLE 11.—Blood Types in Patients with Ulcerative Colitis 


Patients Level of 
Blood Difference in % Significance 
Type No. % from Controls x? (Probability) 
80 43.5 —23) ) 
0.582 p>0.10 
A 82 44.6 +3.0 
0.773 p>0.10 
B 15 8.1 —0.9 
AB 7 3.8 +0.2 
Total 184 100.0 0.0 


co-workers,*® Clarke and associates,’ and Kgster, Sind- 
rup, and Seele.® Aird and co-workers * found no signifi- 
cance in the differences of the blood-type frequencies 
between controls and patients with carcinoma of the 
breast. Our finding indicating an increase in type A 
frequency of a level of significance at 10% for the O 
and A comparison is not to be interpreted as conclu- 
sive evidence of an association between mammary 
carcinoma and the ABO blood groups. It will be inter- 
esting to observe the results of future studies of this 
kind. 

A similar situation exists for lung carcinoma, for 
which Aird and associates * and McConnell, Clarke, 
and Downton ** found no data of statistical signifi- 
cance. There is a need for study of more cases before 
proper interpretation at the 5% level of significance 
found for the O and A comparisons may be made. It 
is of interest that here, as in mammary carcinoma, 
comparison of the four blood-type frequencies rather 
than just O and A showed no statistically significant 
differences, the rather large differences in O and A 
frequencies being neutralized by absence of differences 
for types B and AB. In our series, 12.5% of 348 patients 
were Rh negative as compared with 15.7% of the con- 
trols; this difference is not statistically significant. 
There is an obvious need for collection of more data 
regarding this point. 

The failure to find any evidence of significance for 
the differences observed in colonic and rectal carci- 
noma, leukemia, ulcerative colitis, and in patients with 


TABLE 12.—Blood Types of Patients with Pernicious Anemia 


Patients Level of 
Blood = ———~———~ Difference in % Significance 
Type No. % from Controls x? (Probability) 
Oo 59 37.3 —8.5) ) 
+ 4.012 0.02<p<0.05 
A 76 48.1 pet 
6.722 0.05<p<0.10 
B 14 8.9 —0.1 
AB 9 5.7 +2.1 
Total 158 100.0 0.0 


congenital anomalies, although not excluding the pos- 
sibility of an association between these diseases and 
the ABO blood groups, makes it seem unlikely. In view 
of the similar findings of Aird and others * for carci- 


‘noma of the colon and rectum, the possibility of such 


an association in these disorders seems most unlikely. 
The findings reported by Tinney and Watkins,"’ in 


— 
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1941, support the absence of any statistical significance 
for the data concerning leukemia. We are unaware of 
other similar data pertaining to ulcerative colitis or 
congenital anomalies. 

Because of the heretofore recognized relationship 
between gastric carcinoma and pernicious anemia,"* 
it is of a particular interest to note that evidence exists 
of an association to the ABO blood groups character- 
ized by an increase in type A and decrease in type O 
frequency. These findings are in accordance with those 
of Aird '* and differ from those of Kgster, Sindrup, and 
Seele.° The implications of the association of perni- 
cious anemia, gastric cancer, and the ABO blood 
groups, in view of the evidence of the role of heredity 
in gastric cancer,’ are interesting and merit further 
investigation. 

The level of statistical significance for the differences 
in the blood-type frequencies between the groups of 
controls and patients is a function of the size of that 
difference and the number of patients available for 
study. This latter factor has played a major role in our 
investigations, the size of our series of patients being 
limited by the number of patients (1) satisfying the 
diagnostic criteria and (2) for whom blood-type in- 
formation was available. In the instance of each disease 
studied, with the possible exception of duodenal ulcer, 
it would have been desirable to have had more cases. 
However, from a practical point of view it is apparent 
that the investigator in the instance of each disease 
can have only a finite number of cases. Although the 
results based upon a relatively small number of cases 
are often inconclusive, two purposes may be served in 
reporting them. The findings may indicate the need 
for collection of more data or, when they are added to 
series already collected, may result in convincing evi- 
dence of a previously suspected association. Converse- 
ly, a previously suspected association may be made 
less acceptable. A real danger exists, however, of 
drawing unwarranted conclusions from series of in- 
sufficient size, serving thereby to confuse and discredit 
these researches. 

The findings concerning gastric cancer, peptic ulcer, 
and pernicious anemia support the attractive hypothe- 
sis of a relationship between the ABO blood groups 
and the pathological physiology of the stomach and 
duodenum in these patients. The evidence of a rela- 
tionship to the secretion of free hydrochloric acid '° 
fits nicely with this concept. It remains to be proved 
that ulcerogenic and carcinogenic or, conversely, pro- 
tective attributes are exercised by the mucopolysac- 
charide blood group substances. 

The evidence of associations for diseases not related 
to the gastrointestinal tract suggests that the associa- 
tion of blood group and disease may be related to 
broad anatomic, biochemical, and physiological con- 
siderations, thus relating disease and heredity. A possi- 
ble role in natural selection is suggested for the ABO 
blood groups by these findings. Whether these and 
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other speculations have basis in fact must await the 
collection of more data, with careful adherence to the 
criteria that have been established, and the results of 
basic investigations of the underlying mechanisms. 
Although the possibility that the findings merely in- 
dicate a chance association between the ABO blood 
groups and disease rather than a causal relationship 
becomes less likely with the report of each group of 
data confirming the association, the former possibility 
has not as yet been excluded. Likewise, an anthro- 
pological explanation based on the possibility that 
there are population strains with high or low inci- 
dences of certain diseases becomes progressively less 
tenable with the accumulation of similar data from 
different population groups throughout the world. 


Summary 


Conclusive evidence of an association between the 
ABO blood groups and disease has been found. Gastric 
carcinoma occurs more frequently in persons with 
blood type A than in those with the other blood types, 
peptic ulcer more frequently in those with blood type 
O, and pernicious anemia more frequently in those 
with blood type A. No evidence of such an association 
was found in patients with carcinoma of the colon and 
rectum, leukemia, ulcerative colitis, or those with con- 
genital anomalies. In cancer of the lung and breast, 
more data will need to be collected before the equi- 
vocal findings may be properly interpreted; in view 
of the failure of other investigators to find evidence 
for an association, much more convincing data must 
be collected before the possibility of associations for 
these diseases may be claimed. 


Addendum 


Since this article was submitted for publication, in 
addition to the associations for gastric carcinoma and 
pernicious anemia we have found evidence of associ- 
ations between rheumatic heart disease, hip fracture, 
and the ABO blood groups. Evidence has also been 
found of similar associations in a Negro population 


group. 


This study was supported in part by a grant from the American Cancer 
Society. 
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PEPTIC ULCERATION AND ABO BLOOD GROUPS 
Joseph A. Buckwalter, M.D., E. Bruce Wohlwend, M.D., Donald C. Colter, M.D., Robert T. Tidrick, M.D. 


Lloyd A. Knowler, Ph.D., Iowa City 


In 1921, 21 years after Landsteiner’s ' classic blood- 
group work, Buchanan and Higley’ reported a study 
of the possible relationship of the ABO blood groups to 
various diseases, including peptic ulceration. These au- 
thors concluded that there was no relationship to any 
disease for which sufficient data were available to 
justify a conclusion. The data reported by Ugelli’® 
in 1936 and Lessa and Alarcao* in 1949 show an 
increased (higher than expected) frequency of blood 
type O in patients with peptic ulcer. The failure to 
recognize the significance of these data may be at- 
tributed to the difficulty in obtaining suitable popula- 
tion control groups, a preoccupation with the study of 
multiple diseases, the small size of the series, and a 
failure to apply suitable methods of statistical analy- 
sis. In 1954, Aird and co-workers ° demonstrated con- 
vincingly that a highly significant relationship exists 
between peptic ulceration and the ABO blood groups 
in Great Britain. Their data indicate that persons with 
blood type O are about 35% more likely to develop 
peptic ulceration than are those with the other types. 
Similar findings have since been reported by Clarke 
and associates ° from Liverpool and K@gster, Sindrup, 
and Seele’ from Denmark. 

The initial effect of these observations has been to 
give interested clinical and basic investigators alike a 
sense of fulfillment of the expectation, based on ge- 
netic considerations, that the relationships between dis- 
eases and blood groups that should exist, do in fact. 
Ford * hinted at this in suggesting the possible rela- 
tionship of blood groups to natural selection. It is 
possible that a door has opened through which a way 
may be seen to further research leading to the solution 
of heretofore unfathomable problems related to the 
broad considerations of disease and heredity. As yet, 
satisfactory explanations for the observed phenomena 
have not been provided. The immediate need is for the 
collection of similar data from other population groups 


From the Department of Surgery, College of Medicine, and the Depart- 
ment of Mathematics and Astronomy, State University of Iowa. 


© The incidence of the four blood types O, A, B, and 
AB was studied in 1,301 patients with duodenal ulcer, 
469 with gastric ulcer, and 69 patients with both 
gastric and duodenal ulcers. The three distributions 
so obtained were compared with the distribution 
found in a reference of 8,767 people without ulcers. 
Type O was more frequent among the ulcer patients 
than in the reference group, and calculations of 
probability showed that the association between 
type O and peptic ulcer was statistically significant. 
It was shown not to be secondary to any influences 
of sex, age, rhesus blood type, or occupation. 
Among a group of 529 patients who had histamine 
tests, however, the frequency of type O was signifi- 
cantly greater among those who reacted with an in- 
crease of free hydrochloric acid than among those 
in whom no increase of acid occurred. 


throughout the world. The present report concerns 
such investigations carried out in the United States; 
the authors of two previous reports from this country 
concluded that there was no association between the 
ABO blood groups and peptic ulceration.’ 


Materials and Methods 


The bulk of the clinical material for this study was 
provided by patients admitted to the University Hos- 
pitals from 1940 to 1956. Five other Iowa hospitals 
provided the remainder. Data obtained from the Iowa 
City and Des Moines blood banks have been used to 
determine the frequency of blood types in the popula- 
tion from which the patients came. Since the percent- 
age of Negroes among the blood donors did not differ 
significantly from the 2.1% noted among the otherwise 
Caucasian patient groups, race did not contribute to 
the observed differences in blood-type frequency. In 
table 1, columns A and B, are recorded the number 
of individuals of each blood type and the percentage 
of the total group this number represents (subsequent- 
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ly referred to as blood-type percentage). Since there 
were no significant differences noted between the 
Iowa City and Des Moines donors in regard to the 
ABO group frequencies, they have been pooled and 
are henceforth referred to as controls (column C). 
A further indication of the reliability of these donor 


Tase 1.—Blood-Type Distribution in Groups Studied 


A D 

University B University 

Hospitals Des Moines Cc Hospitals 

Donors Donors Controls* Patientst 

Type No. % No. % No. % No. % 

0 2,149 45.8 743 45.8 2,892 45.8 1,124 45.8 
A 1,953 417 672 41.4 2,625 41.6 1,000 40.8 
B 423 9.0 147 9.1 570 9.0 246 10.0 
AB 165 3.5 61 3.7 226 3.6 st 3.4 


Total 4,690 100.0 1,623 100.0 6,313 100.0 2,454 00.0 


* Combined data (Col. A aud B). 
t Patients with peptie ulcers or neoplasms excluded. 


groups as representative population samples is pro- 
vided by a comparison of the blood-type frequencies 
noted with those of a random sample of patients at 
University Hospitals, with only those with peptic ulcer 
and neoplastic disease excluded (table 1, column D). 
Statistical analysis of these data has been completed 
by methods to be described. 

To ensure reliability of the data, it was essential to 
establish sound diagnostic criteria, which were then 
painstakingly applied in the selections of the cases. 
Either an anatomic or an ironclad clinical diagnosis 
of peptic ulcer was required. In the patients with 


TasLe 2.—Type of Ulcer, Blood Type, and Hospital of Patients 


Studied. 
Hospitals 
lowa City Des Moines 
Blood Univer- Vet- Meth-  Broad- 
Uleer Type sity erans* Mercy odist lawns Total 
oO 382 66 52 43 698 
Duodenal A “oo 110 45 42 25 472 
B 3 may 10 9 4 102 
\B 16 7 1 3 2 29 
Total 701 298 122 106 74 1,301 
oO 175 30 17 15 11 248 
Ciastrie \ W7 M4 13 183 
B 18 2 3 2 1 26 
AB 19 1 1 12 
220 10 32 25 469 
0 m4 4 6 1 2 37 
Duodenal A 15 3 5 1 24 
and B 4 1 1 6 
gastric AB i 1 2 
Total 44 7 12 4 2 69 
180 89 68 983 
Totals A 133 7 38 679 
B 7 28 4 12 5 134 
AB 97 7 2 > 2 43 
Total 1,065 357 174 142 101 1,839 
* Data from lowa City and Des Moines veterans hospitals combined. 


anatomic diagnoses, comprising more than 80% of 
the clinical material, the diagnosis was established at 
the time of operation by gross and/or microscopic 
findings. The surgeon’s operative note and patholo- 
gist’s reports were the source of this information. 
Differentiation of duodenal from gastric ulcer was 
similarly determined; a third group of patients having 
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both duodenal and gastric ulcers was included. Pa- 
tients having lesions located at the pylorus, in whom it 
was impossible to determine whether the ulcer was 
duodenal or gastric, were excluded. By ironclad clini- 
cal diagnosis is meant a convincing history and posi- 
tive evidence of ulcer on radiological and/or gastro- 
scopic examination. 

To eliminate possible errors resulting from collection 
by multiple investigators, a team composed of three of 
us (E. B. W., D. C. C., and J. A. B.) selected and 
recorded all the data. On a separate card for each 
patient was recorded the desired information culled 
from the patient’s case record. This included the 
following: identifying information, age, year seen, 
sex, race, occupation, primary and secondary diagno- 
ses, method of diagnosis and treatment, gastric acidity, 
histamine-test response, Rh blood type, and, most im- 


TaBLe 3.—O-A and O-A-B-AB Comparisons for All 
Patients with Ulcer 


Patients Difference Level of 
Blood — in % from Significance 
Uleer Type No. % Controls X2 = (Probability) 
0 698 58.7 +7.9 
— 20.340 p<0.001 
A 472 36.3 —5.3 
— 29.573 p<0.001 
Duodenal B 102 7.8 —1.2 
AB 29 2.2 —14 J 
Total 1,301 100.0 0.0 
48 52.9 +7.1)) 
+— 4.206 0.02<p<0.05 
A 183 390 —2.6 
>~— 12.905 0.001<p<0.01 
Gastrie B 26 5.5 —3.5 
AB 12 2.6 —10 J 
Total 469 100.0 0.0 
0 37 58.6 +7.8 
— 1.641 p>0.10 
A 24 34.8 —6.8 
Duodenal — 1.662 p>0.10 
and B 6 8.7 —0.3 
gastric 
2 2.9 —0.7 
Total 69 100.0 0.0 
oO 983 53.5 +7.7 
— 23.258 p<0.001 
A 679 36.9 —4.7 
37.049 p<0.001 
All ulcers B 134 7.3 —1.7 
AB 43 2.3 —1.3 
Total 1,839 100.0 0.0 


portant, the ABO blood group. Innumerable correla- 
tion studies were made feasible by the transference 
of the collected data to IBM punch cards and the 
use of machine tabulation and sorting methods. 

The only factors affecting case selection were our 
diagnostic criteria and the availability of blood-typing 
information. Through the record room files of the re- 
spective hospitals, the records of all patients with a 
diagnosis of peptic ulcer were scrutinized. Only one in 
six patients with a clinical diagnosis met our require- 
ments and could be included in the study. In exam- 
ination of the data, comparison has been made of the 
frequency of each blood type observed in the disease 
and control samples. The statistical significance of 
observed differences has been tested by the chi-square 
method, which naturally weights the disease to match 
the size of the control group. Aird and co-workers ° 
have amply discussed the importance of this latter 
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calculation in making most efficient use of the data at 
hand. The validity of the analyses has been further 
tested by application of the method of differences in 
percentages based upon the normal curve theory. 


Results 


In table 2 are recorded the numbers of patients, 
tabulated by hospital and lesion, with each blood 
type. Comparison of the data collected from the indi- 


TaBLe 4.—Blood Types O and A with Reference to All Patients 
with Ulcers and to Controls 


Blood Type 
oO A Totals Type 0, % 
ery 983 679 1,662 59.15 
2,892 2,625 5,517 52.42 
3,875 3,304 7,179 


vidual hospitals, with the exception of the University 
Hospitals, would appear to be meaningless because of 
the small numbers of patients. No significant degree of 
heterogeneity was shown to exist between the hospital 
groups. Therefore, in the further examination of the 
data, those data from the six hospitals have been 
combined and are considered as one sample. 

The blood-type frequencies observed in patients 
with duodenal, gastric, and both ulcers were com- 
pared with those of the controls. For those who de- 
sire to do so, gene frequencies may be calculated by 
Fisher's method as described by Dodson and Ikin,"° 
which is merely another way of presenting the data 
showing the same relationships. In table 3 are recorded 
the numbers of patients with each blood type by 
lesion, blood-type percentages, the increase or de- 
crease of blood-type percentage of the disease as 
compared with the control group, chi-square values 
for the O-A and the O-A-B-AB comparisons, and the 
levels of significance indicated. A reciprocal differ- 
ence is observed in the relative portions of the O and 
A types. When the data were analyzed by O-A, O-A-B, 
O-A-B-AB comparisons, etc., it became apparent that 
the simplest, most practical method of analysis was to 
study the significance of the reciprocal changes noted 
in the O and A blood-type frequencies. This is be- 
cause the greatest discrepancies occur in blood type 
O and also because about 85% of the patients have 
either O or A blood type. Since this type of analysis 
has been used by previous workers, it also affords an 
opportunity to compare our results with those of 
similar studies being reported from different areas 
of the world. Since the other comparisons added little 
interest to the present discussion, only two results are 
recorded in the table, namely (1) the relative fre- 
quencies of types O and A and (2) the relative fre- 
quencies of types O, A, B, and AB. 

For an example, suppose we examine the relation- 
ship of the blood types O and A with respect to ulcers 
of all types (table 4). 

The calculation (1,662) (3,875)/7,179=897 shows 
that, if there were no relationship between blood 
group and ulcers, in a sample of this size one would 
expect to find ulcers in 897 patients of type O, purely 
as a matter of chance. In reality there were 983. The 
difference between the actual and the expected figures 
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is therefore 86. The probability that so great a differ- 
ence might occur simply as an accident of sampling 
is found by the following computation of chi square: 


(983) (2,625) — (679) (2,892)] 2 (7,179) 
(1,662) (5,517) (3,875) (3,304) 


A 2 X 2 contingency table has one degree of freedom. 
From tables of chi square one obtains, for 1 degree 
of freedom and a chi-square value of 23.26, a value of 
p less than 0.0005. This means that it is extremely un- 
likely that the above difference arose purely by 
chance; the difference is highly significant. We there- 
fore assert that the incidence of ulcers of all kinds was 
significantly higher in patients with type O than type 
A blood, or that the incidence of type O among 
patients with ulcers of all kinds was higher than 
among the controls. This result is confirmed by the 
use of method of differences in percentages based upon 
the normal curve theory: 


x2: = 23.26 


0.5915 - 0.5242 0.0673 
t= (0.5915) (0.4085) — (0.5242) (0.4758) = —-—— = 4.88 
1,662 5,517 0.0138 


which again is highly significant since the value of t 
is greater than 3. 

Notice that differences of the greatest magnitude, 
similar for each of the patient groups, occurred with 
regard to blood type O. Note the negative differences 
of lesser magnitude for the other three blood types 


Tas_e 5.—O and A Blood Types with Regard to Various Factors 


Differ- Level of 
Pa- Patients ence in Significance 
tients Blood from (Prob- 


Row Factors No. Type No. % Controls ability) 
1 Rhesus + 1223 O 66 583 ++7.5 
A 44 —54 
Rhesus — 25 O 12% 515 +5.7{ 0.8838 p>0.10 
A 98 40 —16 
2 Men 1,194 O 637 584 +746 
A 449 376 —4.0 
Women 27% 157 568 +10.7( 0.849 p>0.10 
A 97 #9 —6.7 
3 Anatomie diagnosis 1540 O 834 S41 483 
A 668 35.9 —i.7 
Clinical diagnosis 29 O +47 2.591 p>0.10 
A 14 «#6415 —0.1 
4 Surgical treatment 1,372 O 740 58.9 4+8.1 
A 04 —49 
No surgical treatment 429 O 224 622 464 0.161 p>#.10 
A 1600 373 —43 
high 581 O 3882 57.1 +411.3 
& Free hydro- A 29 2%0 —56 
chlorie acid’) low 23 O 116 52.0 +62 1.254 p>0.10 
A 88 395 —2.2 
6 Hydrochloric acid 5621 O 297 570 +411.2 
high with operation A 187 35.9 —85.7 
Hydrochloric acid 191 O 101 529 +7.1 
jow with operation A 7%6 398 —18 
Hydrochlorie acid 0 oO 35 568.3 +12.5 1.696 p>0.10 
without oper- A 22 3%.7 —4.9 
ation 
Hydrochlorie acid 3 14 6488 —20 
low without oper- A 13 406 —1.0 
ation 
7 Free hydrochloric 44 O 230 55.6 +498 
acid increased A 149 3.0 —56 
After histamine 15 49 426 -—8.2 4.4438 0.02<p<0.05 
not increased A 51 43 +28 


in each group of patients. Disparity in the size of sam- 
ples of patients is chiefly responsible for the differing 
levels of significance (probability) for the three groups, 
and it is possible that, if a comparable number of pa- 
tients with gastric or both gastric and duodenal ulcers 
had been available, significant differences comparable 
to that for duodenal ulcer might have been observed. 
In the succeeding treatment of the data concerned 
with the specific characteristics of the groups of pa- 
tients, the patients with duodenal, gastric, and both 
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ulcers have been combined and are considered as one 
sample. This was desirable not only because it simpli- 
fies the presentation but also because the possibility 
that a statistically significant relationship would be 
missed as a result of insufficient numbers of patients 
in a sample was thus reduced. When indicated, inde- 
pendent analyses for each group were done. 

In view of findings that indicated an association be- 
tween peptic ulcer and the ABO blood groups, it 
became important to explore the possibility that cer- 
tain characteristics of these patients might have a re- 
lationship to the demonstrated association. Such a 
relationship would offer additional support for the 
main association and might provide a promising ap- 
proach leading ultimately to an understanding of the 
causes responsible. In table 5 are recorded the data 
relative to Rh blood types, sex, methods of diagnosis, 
treatment, and gastric acidity. The numbers of patients 
for whom such information was available are indi- 
cated; in none of the categories studied was such 
information obtained for all 1,839 patients with ulcers. 
Here, likewise, the reciprocal changes in O and A 
frequencies were employed in analysis of the data. 


No. of Cases 

of Type “0” 
CONTROL 458% --- 
1-20 
21-30 54.7% 104 
31-40) A 53.8% 163 
41-50 527% 244 
51-60 | “| 549% 278 
"61-70 487% 114 
>70 542% 26 


0 10% 20% 30% 40% 50% 60% 
Percentage of patients with peptic ulcer with blood type O, by decade of 


age. The frequency of type O among patients of all ages was 53.5%, while 
it was 45.8% for the controls. 


Changes in B and AB frequencies were as expected; 
the analyses of the B and AB changes added nothing 
to our present considerations and are not recorded. 

Of the 1,473 patients in whom the Rh blood type 
was determined, 1,228, or 83.4%, were Rh positive; 
when this was compared with the 84.3% noted in the 
controls, no significant difference was found. When the 
same analysis was performed for each blood type, i. e., 
comparison of positive and negative in patients and 
controls with blood type O, etc., no significant differ- 
ence was found. These data were examined in another 
way in row 1, where the ABO blood-type frequencies 
noted within the positive and negative groups were 
compared; again, no significant difference was demon- 
strated. It may be concluded that Rh type appears to 
have no relationship to the ABO blood group-peptic 
ulcer association. 

With those from the two Veterans Administration 
hospitals excluded, there remained 1,472 patients, of 
which number 1,194, or 81.1%, were men. Row 2 
shows that there was no significant relationship be- 
tween sex of the patient and the ABO blood 
group-peptic ulcer association. As has been stated, 
in addition to the bulk of patients with diagnoses 
established at the time of surgery, those with ironclad 
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clinical diagnoses were included. Although compari- 
son of these two groups, in row 3, indicates a higher 
frequency of blood type O in those patients with 
surgical diagnoses, no significant difference was dem- 
onstrated. Likewise, none was found when patients 
treated with and without surgery were compared 
(row 4). 

Information concerning gastric analysis, specifically 
that concerned with free hydrochloric acid, was ob- 
tained for 804 patients. After scrutinizing the data 
regarding degrees of free acid, we decided that the 
most meaningful method of analysis was to compare 
those patients with decreased or negligible amounts 
of free acid and those with normal or increased 
amounts. Row 5 shows that the apparent differences 
in blood-type frequencies do not indicate a significant 
difference. When these two groups of patients are 
subdivided into those treated with and without sur- 
gery, in row 6, it is of interest to observe the O and A 
frequencies similar to those of the controls in the 
small group of patients with low acid and no surgery; 
no statistical significance was demonstrated in the 
analysis of the four subgroups; 3 degrees rather than 
1 degree of freedom were present. When the 529 
patients who had histamine tests performed are 
studied (row 7), there is seen to be a significant dif- 
ference, indicating that those having an increase in 
free acid, as compared with those having no increase 
in free acid, have a stronger association between the 
ABO blood groups and peptic ulceration. When the 
blood-type percentages of the patients with ulcers 
were examined by decade of age, nothing was found 
to suggest a relationship of age to the ABO blood 
groups-peptic ulcer association. This is illustrated in 
the figure by the absence of significant differences in 
blood type O frequency when the various decades are 
compared; similarly, no significance was noted for 
blood types A, B, and AB. Occupation and social and 
economic status were studied and appeared equally 
devoid of significance. 


Comment 


Of the foremost importance in the interpretation 
of the findings of this study is the degree of homo- 
geneity or heterogeneity of the controls and patients. 
In this respect, a relatively stable agricultural popula- 
tion would seem to have advantage in providing 
source material, as compared with the constantly shift- 
ing population found in metropolitan and urban areas, 
which must necessarily result in relatively more 
heterogenous groups of controls and patients. Our 
controls and patients were relatives or friends, with 
similar genetic, ethnic, and anthropological origins, 
coming from the same geographical region. A rela- 
tively insignificant number of first-generation and 
second-generation immigrants, from other countries or 
from elsewhere in the United States, are included. 
Evidence of the high degree of homogeneity is pro- 
vided by similar blood-type frequencies observed in 
the two groups of blood donors and the similar find- 
ings noted in an unselected group of patients, with 
only those with peptic ulcer and neoplastic disease 
excluded. The use of patients from several hospitals 
with similar facilities and standards of clinical prac- 
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tice and drawing their patients from the same popula- 
tion group would seem to reduce the chance that the 
results would be distorted by screening factors related 
to any one hospital. 

The most important single point that emerges from 
this study is the close agreement of the findings with 
those previously reported. The level of statistical 
significance of the association between peptic ulcera- 
tion and the ABO blood groups is of the same high 
degree reported by Aird and associates * and Clarke 
and associates ° in Great Britain and K@gster, Sindrup, 
and Seele* in Denmark. Since the Iowa population is 
derived chiefly from northern European stock, rather 
minor anthropological differences probably exist be- 
tween the samples studied. However, in table 6 it will 
be noted that real differences in blood-type frequen- 
cies in controls do exist; for example, of British and 
Danish controls, 47.1 to 49% and 40.6%, respectively, 
had blood type O. With each new population group 
studied, the attractive hypothesis that the findings 
have an anthropological basis related to population 
strains with high and low incidence of certain diseases 
becomes less tenable. However, it may be abandoned 
only if the results of similar studies conducted in 
anthropologically dissimilar populations confirm the 
reported findings. Such studies would also provide 
strong evidence that there is causal relationship be- 
tween the ABO blood groups and peptic ulceration 
rather than just an association. 

Our failure to find significant differences between 
patients with duodenal and gastric ulcers is in sharp 
disagreement with the findings of Clarke and co- 
workers ° and to a lesser extent with those of others. 
Our findings of a relatively higher frequency of type 
O than was found by the other workers in gastric 
ulcer, coupled with a relatively decreased one in duo- 
denal ulcer, are of interest. In table 6 are recorded 
the data reported by the various investigators 
(macroscopic diagnosis of duodenal and gastric ulcer ) 
showing the increase or decrease in blood-type per- 
centages of patient groups as compared with the 
control group. In view of the close agreement noted 
in duodenal ulcer, it is difficult to find a plausible ex- 
planation for the differences observed for gastric 
ulcer. The accumulation of additional data from these 
and other sources should ultimately provide the an- 
swer to this question. 

Of the many avenues that suggest themselves for 
study, one of the most promising would seem to be the 
study of the possible relationship of the secretion of 
blood-type substances. Such data should permit test- 
ing of the hypothesis of the possible protective or 
ulcerogenic effects exercised by these substances upon 
the mucous membranes of the stomach and duodenum. 
The possibility exists that as yet undiscovered red 
blood cell or other associated and similar antigens 
linked to known type-specific substances may act 
locally or systemically, being responsible for the find- 
ings. Our results suggest that ulcer patients with high- 
er levels of free hydrochloric acid have higher fre- 
quencies of blood type O than those with lower acid 
levels; this could be related to local tissue factors or 
to more fundamental individual differences. The find- 
ings of Struthers '* and McConnell,’? as well as our 
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own findings,’* suggest the existence of similar re- 
lationships between the ABO blood groups and dis- 
orders other than those of the gastrointestinal tract. 
This may be a clue suggesting that we are dealing 
with basic anatomic, biochemical, and physiological 
differences related to the genetic make up of the indi- 
vidual and, thus, linked to the ABO blood group. 
The findings relative to the various clinical char- 
acteristics studied are difficult to interpret. Although 
statistical significance has been shown to exist only 
for the histamine studies, the total findings related to 
gastric acidity suggest a relationship here and indicate 
a need for the collection of more data. In view of a 
chi-square value approaching a level of significance 
when comparison of those patients with clinical and 
surgical diagnoses is made, it is of interest to speculate 
regarding the possible meaning of these findings. The 


TaBLeE 6.—Data Regarding Macroscopically Diagnosed Duodenal 
and Gastric Ulcers Reported by Several Investigators 


Duodenal Difference Gastric Difference 
Uleer Con- in % Uleer Con in % 
Inves- Blood ———~———, trols, from -————— trols, from 
tigator Type No. % % Controls No. % % Controls 
1048 56.6 47.1 +9.5 538 58.0 46.9 
Aird A 616 33.3 40.9 —7.6 376 87.04 41 
and B 141 76 9.0 —1.4 77 7.6 a9 —1.3 
others® AB 46 2.5 3.0 —0.5 4 2.4 3.1 —,7 
Total 1,851 100.0 1,015 100.0 
305) 58.7489 +9.8 185 49.1 19.0 
Clarke A 23 «630.6 8639.1 —8.5 1401 39.1 +1.0 
and B 62 7.2 9.5 —2.3 31 8.2 94 1.2 
others® AB 30 3.5 2.5 +1.0 10 2.6 2.5 +1 
Total 860 «100.0 377 100.0 
Oo 32 40.6 +9.7 16 46.8 10.6 +5.7 
Kégster A 261 38.4 44.0 —5.6 139 41.2 44.0 2.8 
and B 60 8.8 10.9 —2.1 28 8.3 10.9 ~2.6 
others?’ AB 17 2.5 4.5 —2.0 14 4.2 4.5 03 
Total 680 100.0 327 100.0 
45.8 +5.6 231 53.5 45.8 +7.7 
Present A 370 35.3 (41.6 —6.3 164 37.9 41.6 —3.7 
study B 85 8.1 9.0 —0.9 25 5.8 9.0 —3.2 
AB 23 2.2 3.6 —1.4 12 2.8 3.6 —).8 
Total 1,047" 100.0 432" 100.0 


* The discrepancy with table 3 results from the exclusion of patients with 
ulcers in whom the diagnosis was established by nonsurgical methods. 


most interesting and challenging suggestion is that 
this may be evidence that the ulcer diathesis is more 
severe in patients with type O than any other type, 
leading more often to surgical therapy. More probable 
is the possibility that not all clinical diagnoses were 
ironclad and thus an unknown number of patients 
without ulcer were included, lowering the frequency 
of blood type O in +e group with clinical diagnoses. 
Collection of more data should provide more satisfy- 
ing answers regarding the possible relationship of 
these clinical characteristics to the ABO _ blood 
groups—peptic ulcer association. 

At this time, the explanation for and meaning of 
the observed association between peptic ulceration and 
the ABO blood groups remains in the realm of specu- 
lation. Although the current evidence does not permit 
any conclusions to be drawn regarding the possible 
relationship of these findings to the etiology and 
pathogenesis of peptic ulceration, a promising new 
territory has been opened up, exploration of which 
may ultimately provide some of the long-sought an- 
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swers to these and other equally pressing questions. 
As noted in our preliminary report,'* the findings do 
suggest that the ABO blood groups may well partici- 
pate in the process of natural selection. 


Summary 


In a comparison of the frequencies of the ABO 
blood types of 1,839 patients with duodenal and/or 
gastric ulceration with those observed in a representa- 
tive sample of the population from which the patients 
came, a highly significant association was noted to 
exist between the ABO blood groups and _ peptic 
ulceration, characterized by an increase in O and 
reciprocal decreases in the three other blood-type fre- 
quencies; the findings are similar for duodenal and 
gastric ulceration. The level of free hydrochloric acid 
and whether the diagnosis was anatomic or clinical 
may possibly have a definite relationship to the asso- 
ciation observed, while sex, age, rhesus blood type, 
and occupation appear to have none. 
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EXPERIENCE WITH ARTERIAL HOMOGRAFT BANK 
REPORT OF ONE HUNDRED CONSECUTIVE ARTERIAL HOMOGRAFTS 


William S. Blakemore, M.D., Herndon B. Lehr, M.D. 


Brooke Roberts, M.D., Philadelphia 


Many of the technical surgical procedures requiring 
the use of arterial homografts and the maintenance of 
arterial homograft banks can easily be provided by 
large community hospitals without additional highly 
trained personnel. To encourage others to establish 
similar banks, the following experiences are presented. 
An artery bank was first established at the Hospital of 
the University of Pennsylvania in 1953. A description 
of methods of preservation that have been used and 
an analysis of the results of the first 100 consecutive 
cases in which grafts from this bank were used is pre- 
sented. This bank has supplied the needs of the Hos- 
pital of the University of Pennsylvania and on request 
has now supplied grafts to 24 other hospitals in the 
surrounding area. These institutions are in turn asked 
to help in procuring other grafts. 


Methods of Preservation of Grafts 


When the bank was established, freeze-drying was 
selected as the method of preservation and a freeze- 
drying unit was built.' It was of simple construction 
(fig. 1), and the total cost of the equipment was less 
than $500. It has required essentially no maintenance. 
Originally the grafts were all obtained under sterile 
precautions from fresh cadavers free of infection or 
malignant disease and were then placed in lactated 
Ringer’s solution, to which antibiotics were added. 
The grafts were then refrigerated until the freeze- 
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* An arterial homograft bank was established to 
supply freeze-dried segments of human arteries for 
use in surgery. Analysis of the results from the first 
100 preparations used shows that 36 were used in 
repairing aneurysms of the abdominal aorta and 24 
in relieving arteriosclerotic obstruction in peripheral 
arteries, with results considered good in 24 and 20 
cases respectively. Uniformly good results were ob- 
tained in 13 cases of obstruction of the terminal por- 
tion of the aorta and 11 cases of coarctation. Mortal- 
ity was high in ruptured, but low in unruptured, 
aneurysms of the abdominal aorta. The preparation 
of materials for the arterial homograft bank can be 
undertaken by large community hospitals without ad- 
ditional highly trained personnel. 


drying process was started. The freeze-drying was 
accomplished by quick freezing in a mixture of ace- 
tone and dry ice, and then the grafts were dried for 
36 hours at low pressure (50 to 150 » Hg). The grafts 
were then stored in test tubes sealed with rubber 
stoppers and capped with sealing wax after evacua- 
tion of the tube to a pressure of approximately 150 yz. 

In the last year this method has been modified in 
several ways. The grafts are no longer taken under 
sterile conditions, and any human arteries not show- 
ing gross abnormality are considered suitable. Before 
freeze-drying, the grafts are sterilized with a 1% solu- 
tion of beta-propiolactone, according to the method 
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developed by Szilagyi and co-workers.’ Grafts are 
now kept in sealed glass tubes ridged in order that they 
may be snapped open easily when needed (fig. 2). 
These grafts are then reconstituted in 0.9% saline 
solution, and their branches are tied off with suture 
ligatures after reconstitution. Prior to the use of ster- 
ilization of the grafts, it had become exceedingly 


(3-way) 


vacuum 


connecting tube 


~ 


‘| orvice with 
ACETONE 


Drying tank 15 x 31 cm. 
Connecting tube 8x40 
& 5x44 * 
Condenser 10x 


Fig. 1.—Diagram of freeze-drying apparatus. 


difficult to obtain an adequate supply of grafts that 
fulfilled our criteria. Since the change in method of 
procurement and sterilization, some of these difficul- 
ties have been encountered with less frequency, and, 
as more interest has developed in the use of arterial 
homografts, it is becoming easier to obtain material. 

The sealing of the grafts in glass ampuls has sev- 
eral advantages over the older method: the loss of 
vacuum that occurred in 10 to 20% of the test tubes 
when sealed with wax and rubber stoppers is pre- 
vented; the danger of contamination is reduced at 
the time the ampul is opened; and it is possible to 
sterilize the ampul itself by chemical means so that 
it can be handled freely by the surgeon. This pro- 
cedure does, however, require the services of an 


Fig. 2.—Freeze-dried artery stored in evacuated glass tube. 


experienced glass blower, and, if such is not avail- 
able, rubber stoppers and sealing wax can still be 
used to obtain a satisfactory seal. 


Results with First 100 Grafts 


In the table we have tabulated the results obtained 
from the use of the first 100 consecutive grafts from 
the bank. It has been possible to obtain follow-up 
data from every patient in whom they were used. 
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The operative procedures were carried out by 17 
different surgeons in 10 different hospitals, but 79 of 
the 100 grafts were used in the Hospital of the Uni- 
versity of Pennsylvania. This table shows a revre- 
sentative cross section of the use of arterial homografts 
in vascular surgery today. In the analysis of these data 
we have listed results as good when there was definite 
improvement after the operation. For example, in 
patients with obstruction of the terminal portion of 
the aorta (Leriche’s. syndrome), if the circulation to 
both feet was improved after the operation the re- 
sults have been called good even though pulses may 
not have been restored to the feet. The results have 
been listed as fair if the patient has been harmed in 
some manner even though the over-all result has been 
an improvement, i. e., after successful removal of an 
abdominal aneurysm, one patient had a small embolus 
that blocked one anterior tibial artery and he lost por- 
tions of three toes. When the operative procedure 


Results Obtained from Use of 100 Arterial Homografts at 
Hospital of the University of Pennsylvania 


Disease for Which Graft Used Total Good Fair Poor Died 
Aorta 
Abdominal aneurysms ............ 36 24 1 11 
Thoracic aneurysms ............. 4 3 1 
Obstruction of the terminal 
portion of the aorta............ 13 13 


(Leriche’s syndrome) 
Peripheral arteries 


Arteriosclerotic obstruction ...... 44 1 8 
4 3 1 
Tetralogy of Fallot............... 2 2 

(Blalock operation) 

Thrombosis, superior vena cava.. 1 1 

100 79 2 6 13 


resulted in further loss of circulation but not in death, 
the results have been listed as poor. The patients who 
died within 30 days after operation have been listed 
under the column “Died.” 

Examination of the results in abdominal aneurysms 
shows an operative death rate of 30%. Seven of the 
11 deaths, however, occurred in nine patients with 
ruptured abdominal aneurysms—a group in whom the 
mortality is inevitably high. In the last 23 consecu- 
tive patients having unruptured abdominal aneurysms, 
there has only been one operative death—a mortality 
rate of less than 5%. The four patients who died after 
removal of unruptured aneurysms died of the follow- 
ing causes: (1) pulmonary embolus, (2) uremia, (3) 
myocardial failure after resuscitation of cardiac arrest 
while under anesthesia, and (4) rupture of the graft 
on the 28th postoperative day. This graft failure was 
the only one encountered in this series of 100 cases 
and occurred as a longitudinal split at the proximal 
suture line. There is some question about the recon- 
stitution of this graft, in that it is believed to have 
been handled before it was completely reconstituted. 

Among the patients having coarctation of sufficient 
length to preclude end-to-end anastomosis, the results 
of grafting have been excellent. Gross,’ in a larger 
series, has also reported good results. We likewise 
have had satisfactory results in the use of these grafts 
in patients having the tetralogy of Fallot. Homografts 
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from the bifurcation of the aorta were inserted in 
13 patients with obstruction of the terminal portion 
of the aorta, and all showed some improvement post- 
operatively. 

In the table we have classified the common iliac 
arteries and any artery distal to them as peripheral 
arteries. By clinical evaluation, we have found only 
two late postoperative obstructions in the entire group, 
and many of the cases have been followed for from 
one to three years. This is in contrast to the report of 
Warren.* Of our two patients having late obstructions, 
one was operated on three months later because of 
thrombosis in another portion of his femoral artery 
and not in the graft. Another graft was successfully 
placed in his leg, and the pulse in his foot was again 
restored. The second patient has reverted clinically 
to her preoperative state, and additional procedures 
are contemplated. 

Among the peripheral aneurysms that were replaced 
by grafts, three were in the popliteal artery and one 
in the femoral. The single poor result occurred in a 
popliteal artery graft. Of the grafts listed under “Trau- 
ma,” two were for acute injuries in children, one of 
the popliteal artery and the other of the brachial 
artery. The latter graft was unsuccessful, since the 
arm was gangrenous at the time of operation. The 
remaining graft was used for an arteriovenous fistula 
of the subclavian vessels after a gunshot wound. The 
single patient listed under “Tumors” had a pelvic 
carcinoma that involved an iliac artery, which was 
removed and successfully replaced. Only readily avail- 
able grafts make such unexpected procedures possible. 

The replacement of diseased, obstructed, or injured 
major vessels has gained widespread acceptance, and 
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grafting procedures will undoubtedly be done more 
frequently in the future. The relative merits of homo- 
grafts versus prostheses are undetermined, and time 
alone can give us the answer to many of the contro- 
versies. It is our opinion that the majority of surgeons 
today prefer to use a homograft if a suitable one is 
readily available. The main objection to the use of 
homografts has been the difficulty of obtaining and 
preparing them. We believe that, if banks of the type 
described here were established in most large com- 
munities, homografts could be made available through- 
out the country and their use greatly increased. 


Summary 


Experience with the operation of an arterial homo- 
graft bank at the Hospital of the University of Penn- 
sylvania has shown that procedures requiring use of 
arterial homografts and maintenance of arterial homo- 
graft banks can be provided by large community hos- 
pitals without additional highly trained personnel. A 
bank of arterial homografts increases the scope of 
treatment of arterial lesions such as arteriosclerosis, 
tumor, or trauma. 


3400 Spruce St. (4) (Dr. Blakemore ). 
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HOW COMMUNICABLE ARE WARTS? 


Roy L. Kile, M.D., Cincinnati 


As early as 1896 Jadassohn ' pointed out that warts 
may be transmitted from one person to another. The 
occurrence and regression of these lesions has fur- 
nished a fascinating and abundant stock of folklore. 
Over many years various and sundry remedies have 
been recommended for the common wart. Nearly 
every small community has a “character” possessed of 
special abilities capable of “bewitching” off warts. For 
some reason the full moon has become important as 
a factor assisting in the removal of these lesions. Varied 
remedies have been suggested by lay persons from a 
list too long to transmit here. These suggestions often 
come from people who are otherwise apparently quite 
intelligent. A complete review of the folklore connected 
with warts would make a fascinating subject for a 
treatise. Those of us in dermatology hear these stories 
almost daily. 


Assistant Professor of Dermatology, University of Cincinnati College of 
Medicine. 

Read before the Section on Dermatology at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 14, 1956. 


* The distribution of warts was studied in an or- 
phanage where 58 children lived during the winter 
months. Warts were found in 15. The warts in some 
instances had been present when the child arrived; 
in other instances they appeared some time after the 
child’s arrival. There were cases of spontaneous dis- 
appearance and subsequent recurrence. The distri- 
bution of the lesions on different parts of the body 
did not afford clues as to the method of dissemina- 
tion, and the time relations of their appearance were 
not clear. Four out of 18 adults resident in a seminary 
cottage reported warts; again it was difficult to in- 
terpret the data because information as to the time 
relations and the distribution among other residents 
was incomplete. Much work on the transmissibility of 
these lesions must be done before standard hygienic 
measures can be established. Better knowledge of 
this virus infection is very desirable because these 
lesions are so common. They affected at least 20% 
of the residents in the seminary cottage and more 
than 25% of the children in the orphanage. 
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Warts as a Virus Infection 


Zwick * in 1932 made an interesting review of the 
subject. He states that the principle of physical disease 
being cured by suggestion is as dramatically presented 
with warts as with any disease we know. Bloch * pos- 
tulated an effect through the vegetative nervous sys- 
tem, causing an unfavorable medium for the virus and 
hence its death. It has been known, for some years 
now, that warts are a virus infection. This has 
more recently been pointed out by Strauss and co- 
workers * in their finding of virus-like particles and 
inclusion bodies in such skin lesions. They were found 
in some but not all warts. It is generally conceded by 
those interested in this field that several strains of 
virus are the etiological agents for various warts. That 
they are definitely communicable, however, has not 
been proved. Clinical reports of possible communica- 
bility of warts, therefore, would seem in order. There 
has been a marked paucity of such reports in the liter- 
ature. The most pertinent one to the group under con- 
sideration here is a study by Grigg and Wilhelm * in 
1953 on the epidemiology of plantar warts among 
school children. They examined all the children in the 
public schools of Dixon, IIl., over a period of one year. 
Of the students, 4.47% were found to have plantar 
warts. Incidentally, this study was done entirely with 
plantar warts and no particular study was made of the 
other types of warts present. As a control Grigg and 
Wilhelm checked the students in the neighboring vil- 
lage of Amboy, Ill. There they found 0.72% of the 
children had plantar warts. They felt the percentages 
were significant enough to be classed as of epidemic 
proportions. In a fairly carefully worked out compari- 
son they found the following facts: 1. There was no 
relation to showers or foot baths. 2. Most of the lesions 
were multiple. 3. Of the warts, 86.7% were at pressure 
points. 4. Of the total student group, 10.28% had 
warts elsewhere on their body. 5. There was no dif- 
ference in the incidence of plantar warts in other 
members of the family between children with plantar 
warts and those without plantar warts. Furthermore, 
Grigg and Wilhelm were unable to isolate a virus 
from the specimens they examined. These studies were 
done for them at the University of Michigan, Ann 
Arbor, Mich. 

More recently an editorial ° has pointed out that, in 
an examination of 13,000 school children in England, 
9.71 children per 1,000 had warts. It is generally 
known that warts are much more common in girls than 
boys.* In some series,” this difference is four to five 
times as great. This is an interesting observation, for 
their presence previous to puberty would make it hard 
to relate to any endocrine activity. One author ° the- 
orizes that perhaps girls had more contact with bath- 
room floors than their brothers. Actually the reason for 
this sex difference is not known. Two-thirds of the 
cases occur in the age group 11-15. 


Observation of Warts 


_ After reviewing the subject and the major pertinent 
titerature, it was deemed worthwhile to report the 
following group of cases seen in an orphanage over a 
period of about 18 months. It became apparent that 
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there was an unusual number of patients with warts 
being brought to the office from this particular orphan- 
age (it is unfortunate that all the inmates are girls). 
Two of them had been observed with warts several 
years previously. Twelve patients with warts of vari- 
ous types were observed over an eight-month period. 
In several other children there was a definite history 
of warts having been present previous to the ones 
seen in this present review. Furthermore, cne or two 
of the patients had warts on entering the orphanage; 
however, by far the majority of them had been con- 
tracted after they came there, and no previous warts 
had been noted in these individuals (see table). Some 
58 children are in this orphanage in the winter, while 
for the summer about 30 remain. Most of them have one 
parent or are from broken families to whom they can go 
during the summer when school is not in session. 
Therefore, the percentage of 25.8% is rough. On the 
other hand, there probably are several other children 
in the orphanage who were not seen and who have 


Data on Fifteen Female Patients with Warts in an 
Orphanage Group*® 


Age, No. of 

Yr. Warts Location Date Noted Duration When Seen 

11 8-10 Hands and left foot 2/18/55 2 mo. 

15 2 Hand 7/6/55 38 wk. (had warts as 
child; cleared and 
recurred) 

10 1 Lip 1/12/55 2 mo. 

9 1 Palm of hand 7/6/55 4 mo. 
13 4 Hand 3/28/55 2 yr. 
10 8-10 Hands and leg 7/6/55 4 mo. 

6 10-15 Hands and foot 2/13/52 3 mo. 
10 1 Plantar on great toe 2/17/54 1 yr. 
13 Index finger 5/9/55 3 mo. 


Plantar on heel 12/15/58 4 mo. 
Plantar on ball of foot 9/19/53 6 mo. 


11 Hands 9/55 2 mo. 
9 Hands 11/20/54 
13 Hand 6/22/54 1% yr. (had warts as 


child; cleared and 
recurred) 
14 1 Thumb 5/10/55 4 mo. (present before 
entering orphanage) 


*Children in orphanage: 58 in the winter and 30 in the summer. Of 
the winter group, 25.8% were involved. 


warts. I have heard this on rumor from some of the 
children. Furthermore, some of the children who have 
had warts that have spontaneously disappeared have 
never been brought in. While a few plantar warts were 
noted, the majority of the lesions were on other parts 
of the body, and, in one instance, the only lesion pres- 
ent was on the lip. 

I have recently observed, over a period of two 
weeks, three brothers and a priest from the same sem- 
inary with warts on their hands. The priest also had 
several lesions on his feet. The lesions were quite 
typical and, with one exception, had appeared since 
they entered the seminary. The first one to have the 
lesions was the priest. They lived in a cottage of a 
group of 18. 


Comment 


How often have we all seen several members of one 
family with warts? How significant are these findings? 
I do not think we can pass by the possible communica- 
bility of warts of all types. There are many factors 
known by all of us that point to their method of spread. 
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For instance, it is well known that combing the hair, 
shaving, and similar acts definitely transplant the virus, 
causing new lesions. However, the spread of lesions 
from one individual to another is a little more difficult 
to establish. Undoubtedly it does occur. Whether any 
precautions should be taken in institutions or schools 
to isolate individuals with warts is another matter. 
The consensus seems to be that this is not necessary. 
It may be, however, that, in institutions such as the 
seminary or orphanage, individuals with warts should 
observe some precautions. How strict these should be 
is difficult to say. Certainly a great deal more work 
must be done on the transmissibility of these lesions 
before one can establish such standards. It is not my 
purpose here to try to set up these requirements but 
merely to point out the possible communicability of 
this virus infection of the skin that, while similar to 
the average virus infection in many respects, also has 
some interesting differences. 

Vaccines of wart tissue are ineffective in the therapy 
of warts. I tried this therapy in a series of cases, some 
years ago, using both human wart tissue extracts and 
wart vaccine prepared from the cow. The results were 
unsuccessful and never published. Veterinarians em- 
ploy a wart vaccine in the treatment of lesions on cows 
that I understand is quite successful. Warts on cows 
apparently are an entirely different virus, with im- 
mune reactions equally as different. This merely helps 
point out the complexity of the problem as well as the 
lack of knowledge about the spread of one of the 
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commonest of all diseases. There are probably a num- 
ber of strains of the virus, some of which may be more 
communicable than others. This has been pointed out 
by Blank,” and it may well be the explanation of the 
variability in apparent communicability of these le- 
sions. 

Summary and Conclusions 


In two groups of institutional residents the incidence 
of warts was about the same. Of children in a certain 
orphanage, 25% developed warts over a one and one- 
half year period. About 20% of the inmates of a small 
seminary group did the same over a much shorter 
period. It is felt that some strains of wart virus are 
more communicable than others, although this has not 
been proved. Simple precautions may help to prevent 
the spread of warts. 


2508 Auburn Ave. (19). 
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BLOOD ASCORBIC ACID LEVEL IN BIOFLAVONOID AND 
ASCORBIC ACID THERAPY OF COMMON COLD 


Warren L. Franz, M.D., G. Winthrop Sands, M.D. 


Henry L. Heyl, M.D., Hanover, N. H. 


During the past year treatment with the bioflavo- 
noids has been widely publicized as a means of pre- 
venting or modifying the common cold. One of the 
reasons given for the effect has been that they po- 
tentiated ascorbic acid (vitamin C) in alleviating 
cold symptoms. Since there was no convincing proof 
available, either in support or in denial, we undertook 
a pilot study to explore the validity of these state- 
ments. Within the limits of this study, the bioflavonoid 
tested showed effect neither on the incidence or cure 
of colds nor on the ascorbic acid content of the blood. 
In the course of the study, interesting data were de- 
veloped regarding the relationship of blood ascorbic 
acid levels to the incidence and cure of colds. These 
are reported in detail. 


Method 


The study was made on 89 volunteer medical 
students and student nurses for the three-month pe- 
riod from February to May, 1956. Four groups were 
established and given capsules (three times daily, 


From the Dartmouth Medical School and the Hitchcock Foundation. 


* The incidence and course of common colds were 
followed in 89 medical students and nurses who vol- 
unteered in a study of the efficacy of naringin, a bio- 
flavonoid extracted from grapefruit peel and used 
in remedies for colds. One group of 22 subjects re- 
ceived 333 mg. of naringin and 65 mg. of ascorbic 
acid three times daily for three months; a second 
group received naringin only, another ascorbic acid 
only, and the fourth a placebo. These substances 
were administered in capsules as nearly alike as pos- 
sible. Symptoms of colds were systematically re- 
corded, and the levels of ascorbic acid in the blood 
were determined periodically. The average level of 
ascorbic acid in 22 men who were to receive as- 
corbic acid by mouth was initially 0.96 mg. per 100 
cc. of blood; after 12 weeks of taking only ascorbic 
acid the average for this group was 1.41 mg. per 
100 cc. of blood. In all groups and at all stages, the 
blood ascorbic acid levels for males were signifi- 
cantly lower than those for females. There was no 
evidence that the naringin affected the ascorbic acid 
level of the blood, prevented colds, or cured them. 
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orally) made up as follows: group 1, bland placebo; 
group 2, naringin (bioflavonoid ), 333 mg., and ascor- 
bic acid, 65 mg.; group 3, ascorbic acid, 65 mg.; and 
group 4, naringin (bioflavonoid ), 333 mg. ( Naringin 
is an extract of grapefruit peel.) Every effort was made 
to disguise the contents of the capsules. All looked 


Taste 1.—Blood Ascorbic Acid Level Determinations in Group 1: 
Patients Given Placebo 


Level, Mg./100 Ce. 


Patient Initial 6th 12th During Wk.of Results of 
No. Sex Wk. Wk. Wk. Cold Cold Treatment 
1 M 1.02 0.60 1.50 0.80 5th No change 
5 M 1.04 1.32 1.60 1.36 5th Improved 
9 M 1.12 1.08 1.52 
13 M 0.72 1.08 1.80 1,24 7th No change 
1.84 4th Cured 
17 M 1.12 1.12 1.10 1.32 4th Improved 
21 M 0.80 0.76 1.30 
% M 1.00 1,28 0.88 
29 M 0.40 0.44 0.40 
33 M 1.12 1.16 0.44 
37 F 1.60 1.40 1.28 
41 M 1.16 1.52 1.44 
45 M 1.08 1.12 0.96 
49 M 1.08 1,28 1.10 
53 F 1.60 1.80 
57 F 1.20 1.20 ae 
61 M 0.76 0.88 1,12 
65 F 1.60 1.16 1.08 
69 F 1.12 1.32 
73 F 1.44 1.40 1.40 
77 M 0.44 0.28 0.50 0.40 5th Worse 
81 F 0.52 0.70 1.54 0,80 6th No change 
85 F 1.48 1.64 1.12 
89 M 1.36 hed 


and tasted alike. Even the doctors conducting the 
study did not know the key to the code numbers 
used. Groups were assigned in rotation. Thus the first 
volunteer in line received bland placebo, the second 
naringin (bioflavonoid) and ascorbic acid, and the 
fifth bland placebo, as the rotation started over again. 


TaBLeE 2.—Blood Ascorbic Acid Level Determinations in Group 2: 
Patients Given Bioflavonoid and Ascorbic Acid 


Level, Mg./100 Ce. 


Patient “Initial 12th During Wk. of Results of 
No. Sex Wk. Wk. Wk. Cold Cold Treatment 
2 M 1.12 1.48 2.00 
6 M 1.08 1.12 1.48 1.08 2nd Cured 
10 M 0.80 1.16 1.28 0.96 2nd Cured 
1.16 6th Worse 
4 M 0.96 1.36 1.30 
18 M 1.12 1.60 1.38 1,12 Ist Improved 
1.20 4th Improved 
22 M 0.56 1.52 1.10 
2% M 0.72 1.28 1.20 
30 M 0.72 1.52 
34 M 0.96 1.60 
38 F 1.48 2.00 1.72 
42 M 1.12 1.48 1.30 1.60 4th Cured 
46 M 0.92 1.08 1.04 
50 M 1.08 1.44 1.50 
D4 F 1.40 1.84 ous 
oS F 1.76 1.84 1.28 
62 F 1.84 1.64 pee 
66 F 1.40 1.56 1.72 
70 F 1.88 1.76 1.56 
74 F 1.48 1.44 1.84 
78 M 1.32 1.40 1.84 
82 M 0.96 1.48 oe 
86 F 1.28 1.92 1.68 


Each subject received a regional physical examina- 
tion and had blood taken for a determination of ascor- 
bic acid level the day he started the study. All the 
volunteers were started on the regimen within a single 
week. Thereafter they continued taking their particular 
capsule for the three months of the study. At the 6-week 
and 12-week points in the study, determinations of 
blood ascorbic acid level were made on all 89 partici- 
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pants. The subject was instructed to report cold symp- 
toms (such as coryza, headache, malaise, fever, or sore 
throat) the day of onset. At this time the physical 
examination and determination of blood ascorbic acid 
level were repeated. He was asked to take no specific 
cold remedies, not even aspirin or nasal sprays, during 
the course of the infection. He continued taking the 
same dosage of the capsule assigned to his group. No 
antibiotics were used. During the infection the same 
physician made a record (daily when possible ) of the 
cold’s progress or regression. On the fifth day the 
cold was evaluated as cured, improved, unchanged, 
or worse. 

Two variables were accepted as calculated risks to 
the accuracy of the study: diet and individual relia- 
bility. Although the majority of the subjects ate in the 
same hospital cafeteria, precise control of their diet 
was felt to be beyond the scope of this essentially 
pilot study. We recognized, of course, the varying de- 


TaBLeE 3.—Blood Ascorbic Acid Level Determinations in 
Group 3: Patients Given Ascorbic Acid 


Level, Mg./100 Ce. 


— 


Patient Initial 6th 12th During Wk. of Results of 
No. Sex Wk. Wk. Wk. Cold Cold Treatment 
3 M 1.08 1.32 1.50 1.40 3rd Improved 

7 M 1.28 1.52 2.00 1.92 3rd Cured 
11 M 1,12 1.36 2.00 1.32 8rd Cured 

15 M 0.96 1.68 1.24 1.60 3rd Improved 
19 M 1.12 1.08 0.80 1.08 8rd Cured 
23 M 1.08 1.52 1.10 
27 M 0.72 1.28 1,40 
31 M 1.08 1.16 1.70 
35 M 0.72 0.96 
39 F 0.96 
43 M 1,12 1.48 1.20 
47 M 0.76 1.44 1.50 
51 F 1.16 1.28 ven 
dd F 2.04 2.08 1,32 
59 F 1.32 1,28 1.20 1.68 Ist Cured 
63 F 1.40 1.52 1.84 1.52 4th Cured 
67 F 1.28 1.72 
71 F 1,28 1.40 1,52 
75 F 1.12 1.56 2.72 
79 M 0.88 1.36 1.08 1.52 4th Improved 
83 M 0.96 
87 M 0.52 


grees of reliability with which 89 persons would take 
3 capsules a day for three months; we believe, how- 
ever, that close supervision and the medical orienta- 
tion of the participants kept this factor of error at a 
minimum. 

Tables 1, 2, 3, and 4 give the detailed blood ascorbic 
acid levels accumulated during this study. Tl.ey are 
included in their complete form, partly because they 
are the basis for the conclusions of this pilot study and 
partly because comparable records of blood ascorbic 
acid levels in normal young adults are relatively rare. 
(Ascorbic acid blood levels were determined ac- 
cording to the technique of Roe and Kuether’ under 
the supervision of John P. Davison, Ph.D., assistant 
professor of the physiological sciences in the Dart- 
mouth Medical School. ) 


Results 


Table 5 summarizes the effectiveness of bioflavo- 
noid with and without ascorbic acid, When used alone, 
it produced the same results as a placebo. When used 
with ascorbic acid, the results were comparable to 
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those with ascorbic acid alone. Table 6 indicates that 
the prolonged administration of bioflavonoid had no 
effect on the blood ascorbic acid level. Females con- 
sistently showed a higher blood ascorbic acid level 
than males (table 6—statistically significant at the 0.01 
level). Most of those receiving ascorbic acid showed 
an increased blood ascorbic acid level. Those re- 
ceiving ascorbic acid developed just as many colds as 
those not receiving it (table 5). In this small series, 
those receiving ascorbic acid showed more rapid im- 
provement in their colds than those not receiving it 
(tables 1 to 5 inclusive—statistically significant at the 
0.05 level). 
Comment 


Ascorbic acid deficiencies have been noted not only 
in classic scurvy but in other infectious and metabolic 
disorders, such as rheumatoid arthritis, rheumatic 


TABLE 4.—Blood Ascorbic Acid Level Determinations in Group 4: 


Patients Given Bioflavonoid 
Level, Mg./100 Ce. 


Patient Initial 6th 12th During ~Wk. of Results of 
No. Sex Wk. Wk. Wk. Cold Cold Treatment 
4 M 1.20 1.28 1.70 1.28 jth Cured 
s M 1.08 9.88 1.20 
12 M 0.72 1.20 1.20 
16 M 0.96 0.72 1.00 1.00 jth Improved 
0.96 Ist Worse 
20 M 1.08 1.08 1.00 
4 M 1.00 1.20 0.86 
28 M 1.12 1.08 0.80 
32 M 1.28 1.40 1.00 
36 M O88 1.08 1.20 1.00 3rd Worse 
M 1.40 0.88 1.30 
44 M 1.08 OKs 1.52 1.08 Ist Improved 
48 M 1.28 0.76 1.20 
52 F 1.08 1.20 1.28 1.12 ith Improved 
F 1.75 1.64 
F 1.6 1 48 1.32 1,08 3rd Improved 
1.20 5th Worse 
4 F 1.36 1.40 1.44 
6s F 1.80 1.84 1.60 
72 F 1.45 
76 F 1.84 
80 M 0.64 0.96 0.60 
F 1,24 oes 
SN F 1.36 1.48 1.50 


fever, tuberculosis, and certain virus infections. The 
importance of ascorbic acid in maintaining capillary 
integrity has long been recognized. We will discuss 
neither the related background nor the literature. 
Recently certain naturally occurring substances have 
been found to have a related function in maintaining 
the integrity of the intercellular cement substance. 
The materials as a group have been classified as 
flavone glycosides and include such substances as 
hesperidin, rutin, and naringin. We are particularly 
concerned with those substances derived from citrus 
fruit peels, grouped together under the title of bio- 
flavonoids. The significant literature on this subject 
was summarized at a meeting of the New York Acad- 
emy of Sciences in 1955, which is reported in the 
annals of that organization.’ Various articles in this 
monograph suggest a relationship between ascorbic 
acid and the bioflavonoids, with particular reference 
to their effects on capillary fragility. The monograph 
also reports the clinical use of the bioflavonoids and 
ascorbic acid in the treatment of disorders related to 
decreased capillary permeability. These include polio- 
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myelitis, rheumatic fever, and bleeding related to 
pregnancy. The hypothesis that the bioflavonoids may 
prevent or modify colds is apparently based on this 
same property. 

With this possibility in view, a number of drug 
compounds appeared on the market during the winter 
of 1955-1956 featuring a bioflavonoid content. Most of 
these compounds also contained such old cold treat- 
ment stand-bys as aspirin, caffeine, ~~d ascorbic acid. 
The limited statements regardin; s treatment of 
colds reported the use of the wha mpound, with- 
out reference to specific studies based on the effect 
of the bioflavonoid alone. 

We are reporting a pilot study on the effectiveness 
of one bioflavonoid per se. It is, of course, not defini- 


TABLE 5.—Incidence and Cure of Colds with Bioflavonoid 


and Ascorbic Acid 
No. in No. Colds Colds Cured or 

Group Group in Group Improved in 5 Days 
Placebo 23 7 3 
Bioflavono d plus aseorbie acid 22 6 5 
Aseorbie acid 22 8 8 
Bioflavonoid 22 8 4 
tive. But, in the absence of any compar » dation 
of a material whose commercial distributiu. . ready 


widespread, we feel that even this limited study may 
be helpful to the medical profession. The approxi- 
mately 300 determinations of blood ascorbic acid level 
were a by-product of the bioflavonoid study. The 
series is far too small to warrant conclusive interpre- 
tations, but the data raise several points of interest 
that may serve as points of departure in more defini- 
tive studies. 


TaBLe 6.—Average Blood Ascorbic Acid Level 
in Males and Females 


Level, Mg./100 Ce. 


Bioflavonoid 


Bioflavonoid Ascorbie Acid and 
Placebo Only Only Aseorbie Acid 
M F M F M F M F 
Initial 0.95 1.32 1.06 1.48 0.96 1,32 0.96 1.56 
6th wk. 0.99 1.33 1.04 1.55 1.35 1.55 1.39 1.76 
12th wk. 1.12 1.28 1.12 1.43 1.41 1.72 1.39 1.63 
Summary 


We are reporting a controlled pilot study of the 
clinical effect of bioflavonoids and ascorbic acid 
(vitamin C) on the incidence and cure of the common 
cold, correlated with serial determinations of blood 
ascorbic acid level on the 89 medical students and stu- 
dent nurses comprising the test group. The administra- 
tion of a bioflavonoid had effect neither on the inci- 
dence or cure of colds nor on the ascorbic acid level 
of the blood. 

This study was supported by grants from the Nepera Chemical Co., Inc., 
Yonkers, N. Y., and the Harriet M. Spaulding Charitable Trust. 
Statistical analyses were done by J. Laurie Snell, assistant professor of 


mathematics, Dartmouth College. 
All drug preparations were provided by the Nepera Chemical Co., Inc. 
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USEFULNESS OF BIOFLAVONOIDS AND ASCORBIC ACID IN TREATMENT 
OF COMMON COLD 


Harry E. Tebrock, M.D., New York, Joseph J. Arminio, M.D., Ossining, N. Y. 


and 


John H. Johnston, M.D., West Hartford, Conn. 


The objective evaluation of a new form of treatment 
for the common cold has always proved difficult. Since 
the viruses causing it have thus far completely resisted 
all attempts at direct annihilation through the use of 
antibiotics, no bacteriological studies on the disap- 
pearance of the causative organism have proved fea- 
sible, nor have any other laboratory tests been found of 
great use in estimating the individual's rate of recov- 
ery. Therefore, the evaluation necessarily has been 
based essentially on clinical observations. 

Basically, treatment of the common cold has been 
limited to the relief of symptoms, the prevention of 
complications, and the general and specific supportive 
therapies that enable the body’s own defense mech- 
anisms to overcome the disease. Because the illness is 
essentially self-limited, with serious complications de- 
veloping in only a small proportion of cases, any ther- 
apy that alleviates the patient's symptoms is called a 
cure until the test of time reduces it to the level of 
the other drugs that make the patient more comfort- 
ble but do not appreciably affect the underlying cause 
of the disease. To postulate that a given drug has a 
specific effect upon the disease, therefore, it must be 
shown that it does more than relieve symptoms. It 
should shorten the course of the illness. Furthermore, 
since there are innumerable drugs that make the pa- 
tient more comfortable and alleviate symptoms, there- 
by creating subjective evidence that they are affecting 
the course of the cold, a cold cure should have an 
effect over and above the best of these relief medica- 
tions. Lastly, in view of the fact that the evaluation 
of effect is almost entirely clinical, and therefore sub- 
jective from the point of view of either the patient or 
the observer, the beneficial result of the drug should 
be demonstrable in a controlled experiment in which 
personal bias has been entirely eliminated. 

In the past decade, much attention has been given 
to the treatment of colds by the use of drugs that 
would enhance the body tissue’s resistance to invasion. 
This has been at least in part behind the rationale for 
the use of such agents as antihistamines.’ Even more 
recently, the administration of ascorbic acid (vitamin 
C) has been advocated,’ both to raise the general 
resistance and on the theory that viral invasion is a 
function of capillary wall permeability that could be 
reduced by raising the ascorbic acid levels in the 
blood. On the basis of this theory, ascorbic acid has 
been added to a number of preparations used for the 
trertment of acute upper respiratory infections. The 
most recent approach to the problem has been an 
extension of this theory. It has been noted that the 
citrus bioflavonoids enhance the effect of ascorbic acid 


Medical Director, Sylvania Electric Products, Inc. (Dr. Tebrock) and 
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¢ The evaluation of any drug used to treat the com- 
con cold must necessarily be based on clinical ob- 
servations. Bioflavonoids and ascorbic acid, singly 
and in combination, were evaluated in a study on al- 
most 2,000 persons as to their efficacy, not by 
symptom alleviation but as to whether it would 
shorten the course of illness. The overwhelming 
impression gained from the study presented is the 
singular lack of effect in altering the course of the 
common cold by either the bioflavonoid or the 
ascorbic acid. 


in maintaining or restoring to normal the integrity of 
the capillary wall.’ In particular, they have been re- 
ported as directly combating virus infections by pre- 
venting the micro-organisms from penetrating the 
capillary endothelium.* It has been logically argued, 
therefore, that the bioflavonoids can exert a beneficial 
effect on the body's ability to resist the invasion of 
respiratory viruses, and several observers have reported 
cases that appear to substantiate this claim.‘ Because 
of the widespread interest in this attack on the prob- 
lem of the common cold, it was felt that a definitive 
test of these agents would be of considerable value. 
Since it is admitted that neither ascorbic acid nor 
the bioflavonoids have any in vitro effect on respira- 
tory viruses,’ such a study would have to be entirely 
clinical. It would be necessary to prove either that an 
appreciable number of colds were aborted in their 
early stages or that some or all of the symptoms were 
cleared up significantly earlier. The effect looked for 
would be more than a temporary alleviation of symp- 
toms and should therefore be demonstrable even in 
the presence of other medicaments given merely to 
that end. To avoid any possibility of observer bias, 
the trials should be made on a completely blind basis. 


Methodology 


Since the bioflavonoids were postulated as acting in 
conjunction with ascorbic acid, it was felt necessary to 
study the effect of the two substances both singly and 
in combination. An experimental design was used that 
would permit the evaluation of each compound inde- 
pendently and also would demonstrate any synergistic 
effect obtained. The trials were therefore conducted 
with the following four preparations: (1) 250 mg. of 
bioflavonoid (lemon bioflavonoid complex 497, Sun- 
kist Growers) plus 50 mg. of ascorbic acid; (2) 250 
mg. of bioflavonoid; (3) 50 mg. of ascorbic acid; and 
(4) placebo. 

The subjects were divided into four groups, each of 
which was given one of these preparations four times 
a day. In order to demonstrate that any effect ob- 
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served was more than that obtainable through stand- 
ard palliative practice, every patient received a prep- 
aration containing 325 mg. of salicylamide, 195 mg. 
of acetophenetidin, 65 mg. of caffeine, and 50 mg. of 
thonzylamine hydrochloride. This was done so that a 
patient not receiving ascorbic acid or bioflavonoid or 
a combination was actually receiving medication, 
which, in addition, acted as a control. 
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ascorbic acid will be demonstrated using all the pa- 
tients, since the two halves represent the same distri- 
bution except for the presence or absence of this 
factor. The patients indicated in the lower box of 
each half also receive bioflavonoid, but, since they 
are about the same proportion of the total, the effect 
of the latter will cancel out unless a marked syner- 
gism is present. The difference produced by bioflavo- 


TABLE 1.—Comparison of Eight Test Groups for Randomness of Distribution 


Group 1 Group 2 Group 8 Group 4 Group 5 Group 6 Group 7 Group 8 


Without With Without With - Without With With Without 
Flavonoid Flavonoid Flavonoid Flavonoid Flavonoid Flavonoid Flavonoid Flavonoid 
or and and With and Without or an and Without and With 
Ascorbic Acid Aseorbie Acid Ascorbie Acid Aseorbie Acid Ascorbie Acid Ascorbie Acid Aseorbie Acid Ascorbie Acid 
mei No. % No. % No. % No. % No. % No. % No. % No. % 
Male 134 58.2 138 60.3 144 55.2 134 4.9 129 54.0 136 55.7 222 49.8 126 52.5 
Female 118 46.8 91 39.7 117 44.8" 110 45.1 110 46.0 108 44.3 123 50.2 114 47.5 
Total 252 229 261 244 239 244 245 240 
Ages 
Up to 20 13 ll 10 16 ll 7 18 
21-25 38 47 37 45 49 49 41 42 
26-30 47 49 67 57 60 70 62 50 
31-35 64 48 45 46 44 41 44 57 
36-40 32 27 44 34 24 24 32 25 
41-45 26 17 32 23 22 23 31 20 
46-50 13 8 8 10 12 9 10 10 
51-55 10 5 8 9 7 14 4 8 
56 + 4 9 8 2 5 4 5 7 
Total 247 221 259 242 234 241 242 237 
Mean age 34.0 33.0 34.2 32.8 32.8 33.2 33.2 33.0 
Mean no. of 
colds per yr. 2.65 2.72 2.72 2.78 2.53 2.51 2.99 2.54 


Use of these four preparations enables one, by 
means of a square experimental design, to simulta- 
neously compare the effect of two drugs, both sep- 
arately and together, and yet to use all the patients 
in each of the comparisons. In figure 1, each of the 
boxes represents an approximately equal number of 
patients receiving the drugs indicated. The effect of 


00 AO 


0B AB 


Fig. 1.—Diagram of square experimental design. O = placebo; A = ascor- 
bic acid; and B = bioflavonoid. 


ascorbic acid (A in fig. 1) could be evaluated by 
comparing the upper two boxes and that of bioflavo- 
noid (B in fig. 1) could be evaluated by comparing 
the two left-hand ones, but this would utilize only 
half the patients for each evaluation. If, however, the 
patients in the left-hand side of the square are com- 


pared with those in the right-hand half, the effect of 


noid, irrespective of ascorbic acid, can be shown 
similarly by comparing the upper and lower halves. 
The amount of synergism or antagonism can be evalu- 
ated by determining whether the difference between 
OO (placebo) and AB is significantly greater or less 
than the sum of the difference between OO and AO 
plus OO and OB. 

The trials were conducted on subjects reporting to 
several outpatient industrial clinics under the super- 
vision of the physicians conducting the study. A num- 


TaBLeE 2.—Additional Diagnoses and Other Medications in 


Drug Groups 
Flavonoid Ascorbie Acid 
With Without With Without 
Additional 
Diagnoses No. % No. % No. % No. % 
Pharyngotonsillitis 61 6.4 66 6.8 64 6.7 63 6.6 
Tracheobronchitis 42 44 37 3.8 42 4.4 37 3.9 
Antibiotie given 69 7.3 63 6.5 71 74 61 64 
Nasal decongestant 135 14.2 133 13.7 133 13.9 135 14.1 
Cough medicine 89 94 116 92 96 1138 118 
Pills not all taken 221 23.3 200 20.6 222 23.2 199 20.7 
Total in group 947 969 956 960 


ber of college, seminary, and private patients of one 
of the authors were also included. Medicaments sup- 
plied to these physicians were identified only by num- 
ber, so that neither they nor the patients were aware 
of what was being given. Furthermore, in order to re- 
duce the possibility of the clinical judgments being 
influenced by continued association of better results 
with one of the preparations, each of them was sup- 
plied under two numbers, making eight test groups 
in all to which the patients were assigned in rotation. 
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Because it was not feasible to reexamine the sub- 
jects daily, a single checkup after three days was de- 
cided on. It was felt that, if colds were aborted to any 
appreciable degree by one or both of the drugs, the 
number of cures after three days should be appreci- 
ably higher than in the controls. At the same time, 
while some alleviation of symptoms was expected in 
all groups, the proportion should be materially in- 
creased in any group receiving an effective therapeu- 
tic agent in addition to the palliative medicament. 
The three-day limit was selected because, with a 
longer interval, too many cases might resolve spon- 
taneously, while a shorter time would not afford a 
chance for disappearance of symptoms even under 
effective therapy. Since the dispensaries were in op- 
eration from Monday through Friday, only those cases 
first seen on Monday, Tuesday, and Friday were in- 
cluded in the study, in order to permit a return at the 
proper time. 

Patients coming to the dispensaries or private of- 
fices on those days were first examined. If a diagnosis 
of an acute upper respiratory infection was made, 
patients were admitted to the study and assigned to 
one of the eight test groups in sequence. Their symp- 
toms, physical findings, and other pertinent data were 
then recorded on a special printed form, which was 
precoded for machine punching and tabulation. The 
patient was given sufficient medicament to provide 
four doses a day for three days and instructed to re- 
port back at the end of that time. To simplify com- 
pounding and dispensing the medicaments, the in- 
gredients that varied from group to group were put 
into one capsule, while those given to all groups were 
put in another. Cough medicine and nasal deconges- 
tants were also dispensed if indicated and were re- 
corded on the form. In the case of the industrial 
patient, when secondary bacterial infection appeared 
to be developing, he was recommended to his per- 
sonal physician. 

Symptoms to be recorded were limited to eight 
considered most characteristic of the common cold: 
running nose, sneezing, hoarseness, cough, malaise, 


TaBLE 3.—Subjective and Objective Change by Drug Groups 


Bioflavonoid Ascorbic Acid 


“With Without | With Without 
Change No. % No. % No. % No. % 
Subjective 
Worse louse 1 12.6 
No change 218 231 217 23 2 35 20 219 
Improved 4066 43.1 «4000 41.1 409 «42.7897 4S 
Cured 28 221 23 24.0 23 22 29 29 
Total 942 973 958 957 
Objective 
Worse 79 84 9 96 8 89 87 9.1 
No change 200 «213 «(19.5 201 21.2 188 196 
Improved 41 470 49 46.2 43 «46.60 
Cured 18 232 240 24.7 221 233 237 «4.7 
Total 938 971 950 959 


headache, postnasal drip, and sore throat. Only their 
presence or absence at the initial visit was noted, to 
«void the difficulty of grading their severity. The time 
since the onset of the first symptoms was also recorded, 
as was the patient’s temperature at the initial visit. 
The notation of physical findings was also limited to 
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those associated with acute upper respiratory infec- 
tions. Nasal secretions were reported as none, slight 
or marked, or mucoid or purulent and nasal obstruc- 
tion as none, partial or complete, or unilateral or bi- 
lateral. Pharyngitis was graded as none, mild, mod- 
erate, or severe. The diagnoses of pharyngotonsillitis 
or tracheobronchitis were recorded if present. 


SUBJECTIVE CHANGE Oestctive 


: wen 


Fig. 2.—Subjective and objective change by drug groups. 


At the examination on the third day, the presence 
or absence of the same symptoms was again recorded, 
and the physical findings were graded as before. The 
over-all change in the patient was evaluated, both 
subjectively and objectively, as worse, no change, im- 
proved, or cured. A note was made on whether the 
patient had taken all his pills and whether he had 
remained at work and on the number of days lost, if 
any. All these entries could be recorded on the study 
form simply by circling the appropriate finding under 
each heading. 

Analysis of Results 


Almost 2,000 individuals with acute upper respira- 
tory infections between January and May, 1956, were 
used in the study. A small number were dropped for 
failure to report back on the third day, and a few 
study forms were not completely filled out, but the 
over 1,900 observations reported under all headings 
were a more than adequate sample to demonstrate 
any significant differences that might be produced by 
the drugs. The coded findings on each case were 
punched on IBM cards, which were then sorted by 
test group. These were tabulated for each observa- 
tion and the distributions percentaged or converted to 
means. (Where appreciable differences in percentages 
or means were found, tests for statistical significance 
were made, using a chi-square test for percentage 
variations and a t-test for evaluating differences in 
means. Because of the many observations compared, 
differences were not considered significant unless the 
chance probability was 1% or less. ) 

Table 1 shows the distribution of the eight treat- 
ment groups by age and sex. The small differences 
noted were all accounted for by random sampling 
variation, and there were no statistically significant 
differences. The comparability of mean number of 
colds per year shown in this table indicates that the 
groups were also random with regard to patients’ 
susceptibility to colds. These eight groups were com- 
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V 
TABLE 4.—Decrease in Symptoms by Drug Groups 
Present Present Difference 
Initially After Initially After in % 
Total 3 Decrease, Total 3 Decrease, Due to 
Symptoms Patients No. % Days Patients No. % Days % Drug 
With Flavonoid Without Flavonoid 
Running nose 917 621 67.7 330 46.9 969 659 68.0 334 49.3 —2.4 N 
Sneezing 917 534 58.2 165 69.1 969 579 59.8 156 73.1 —4.0 P 
Hoarseness 945 352 37.2 163 53.7 982 386 39.3 181 53.1 0 P: 
Cough 945 406 43.0 320 21.2 982 463 47.1 348 24.8 —3.6 ce 
Malaise 929 444 47.8 160 64.0 962 493 51.2 166 66.3 —2.3 ey 
Headache 929 447 48.1 172 61.5 962 491 51.0 173 64.8 —3.3 
Postnasal drip 325 34.2 193 40.6 - 979 316 32.3 186 41.1 
Sore throat 49 455 47.9 188 58.7 979 447 45.7 186 58.4 +0.3 
With Ascorbie Acid Without Ascorbie Acid Ne 
Running nose 936 640 68.4 339 47.0 950 640 67.4 325 49.2 —2.2 Pi 
Sneezing 936 570 60.9 161 71.8 950 5438 57.2 160 70.5 +1.3 re 
Hoarseness 961 371 38.6 175 52.8 966 367 38.0 169 54.0 —1.2 cc 
Cough 961 432 45.0 329 23.9 966 437 45.2 339 22.4 +1.5 : 
Malaise 944 444 47.0 145 67.3 947 493 62.1 181 63.3 +4.0 
Headache 944 44 49.2 182 60.8 947 474 50.1 163 65.6 —4.8 
Postnasal drip 958 335 35.0 201 40.0 970 306 31.5 178 41.8 —1.8 : 
Sore throat 958 440 45.9 185 58.0 970 462 47.6 139 59.1 1.1 C 
p 
b 
bined into two groups representing the patients re- change, with absolutely no statistically significant dif- ) 
ceiving and not receiving bioflavonoids, and also the ferences demonstrable. This is graphically illustrated b 
two different groups that did and did not receive in figure 2. The ameliorating effects of the two drugs C 
ascorbic acid. The following tabulations are presented on the patients’ symptoms are evaluated in table 4. ta 
for all these combinations. Table 2 gives further It will be noted that on initial examination the per- al 
evidence of the statistical comparability of the groups. centage of patients in each group having each symp- T 
The percentage of patients with pharyngotonsillitis tom was strictly comparable. The number of patients st 
and tracheobronchitis was not significantly different having the symptoms at the end of three days was al 
from group to group. Roughly the same proportion then tabulated, and the percentage decrease, based 
of patients required additional medicaments in each on the number originally reported, was calculated. gi 
group, including antibiotics, nasal decongestants, and In a few instances patients developed symptoms after al 
cough medicine, in addition to the medicaments under the first visit, but these cases were canceled by others T 
test, and none of these additional medicaments was in which the symptoms disappeared, and the number yl 
given in a high enough percentage of cases to have in any event was too small to affect the statistical cl 
seriously influenced the results of the study. The pro- significance of the data. The difference in percentage Vi 
portion of patients who did not take all their pills also decrease that might be attributable to drug effect is 
did not vary significantly between groups. Cross tabu- shown in the right-hand column. It clearly indicates fc 
lations (not shown) of all these factors against sub- that neither bioflavonoid nor ascorbic acid had more tii 
jective and objective improvement indicated that the than a random effect on any of the symptoms of the d. 
elimination of patients who received supplementary patients. Ol 
medicaments or did not take all their pills would not The effect of the two drugs on nasal secretions is fr 
have appreciably affected the results of the study. shown in table 5. Again the initial distributions are tc 
Table 3 shows the effect of bioflavonoid and as- well within random limits. There is a noticeable drop in 
corbic acid on the improvement after three days, in the percentage with mucoid secretions after three re 
judged by both the patient and the clinician. The days, but this change is almost identical in the groups hi 
distributions with and without each of the drugs are receiving and not receiving both bioflavonoid and as- of 
almost identical, for both subjective and objective corbic acid. There is an actual increase in the per- mn 
lo 
TaBLe 5.—Change in Nasal Secretions by Drug Groups ve 
Initial Three Day Initial Three Day th 
Nasal Secretion No. No. % No. No. % 
With Flavonoid Without Flavonoid 
None “981 30.3 462 49.9 29.7 482 50.1 +68.5 
Slight mucoid 442 47.7 297 32.1 —32.8 459 47.7 326 33.9 —29.0 
Marked mucoid 142 15.3 85 9.2 —40.1 164 17.0 79 8.2 —51.8 
Slight purulent 42 45 46 5.0 + 9.5 27 2.8 34 3.5 +25.9 
Marked purulent 19 21 36 3.9 +89.5 6 2.7 41 4.3 +57.7 a 
Total 926 926 926 926 Me 
With Ascorbic Acid Without Ascorbie Acid Se 
None 29.5 459 48.7 +651 289 30.6 485 51.3 +678 
Slight mucoid 448 47.5 314 33.3 —29.9 458 47.9 309 32.7 —81.8 
Marked mucoid 16.3 8.0 —51.8 132 16.1 89 9.4 
Slight purulent 35 3.7 “4 4.7 425.7 34 3.6 36 3.8 + 5.9 Ne 
Marked purulent 28 3.0 51 54 +82.1 17 18 26 2.8 +52.9 a 
Total 43 943 O46 945 Se 
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Taste 6.—Decrease in Nasal Obstruction by Drug Groups 
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Initial Three Day co Three Day On 
— Change ange 
Nasal Obstruction No. No No. % 
With Flavonoid Without Flavonoid 
None 570 59.7 705 73.9 +42 581 59.6 76 77.5 +17.9 
Partial, one side 164 17.2 126 13.2 — 4.0 177 18.2 118 12.1 — 6.1 
Partial, both sides 173 18.1 100 10.5 — 76 172 17.6 81 8.3 — os 
Complete, one side 19 2.0 ft) 0.9 —11 17 1.7 6 06 — 11 
Complete, both sides 28 2.9 u4 1.5 —14 28 2.9 “4 14 — 15 
Total 954 954 975 “95 
With Ascorbie Acid Without Ascorbie Acid 
None 569 59.2 726 75.5 +16.3 582 60.1 435 75.9 +15.8 
Partial, one side 171 17.8 124 12.9 — 49 170 17.6 120 124 — 52 
Partial, both sides 170 17.7 S4 8.7 — 9.0 175 18.1 97 10.0 - 81 
Complete, one side 19 2.0 9 0.9 — 1.1 17 18 6 0.6 —12 
Complete, both sides 32 3.3 18 1.9 —14 4 2.5 10 1.0 — 15 
Total 961 961 968 968 


centage of patients having purulent nasal discharges, 
probably representing the development of secondary 
bacterial infection, but once more no significant effect 
on this phenomenon can be attributed to the drugs 
being tested. The changes in nasal obstruction in the 
course of the respiratory diseases are tabulated in 
table 6. The distribution by degree of obstruction was 
almost identical before treatment in the test groups. 
There was a uniform decrease in the amount of ob- 
struction in all groups, with no significant differences 
attributable to either of the drugs. 

In table 7, the amount and severity of the pharyn- 
gitis found is tabulated. Again there were no appreci- 
able differences in the distributions before therapy. 
There was a uniform decrease in the amount of phar- 
yngitis found after three days, with neither of the 
changes in distribution exhibiting more than random 
variation. 

Although this study was designed for outpatient 
follow-up, it was felt that the disposition and lost 
time might shed some light on the function of the 
drugs. Table 8 indicates that there has been no effect 
on these factors. The proportion of subjects sent home 
from work on the first visit could not be attributed 
to drug effect, but the uniformity noted is another 
indication of the comparability of the groups with 
regard to severity of infection. The percentage sent 
home on a subsequent visit might be an inverse index 
of the efficacy of the medication, but again there was 
no appreciable variation. The mean number of days 
lost, which would be a function of both initial se- 
verity and drug effectiveness, also showed no sta- 
tistically significant differences. 


On the theory that the effect of the drugs on capil- 
lary permeability might only be beneficial if they were 
given at the start of the illness, the data on patients 
treated within 24 hours of the development of symp- 
toms were sorted out and tabulated in table 9 for 
subjective and objective change after three days. Not 
only was no difference of effect noticed between the 
patients who did or did not receive either of the 
drugs, but the distribution by improvement did not 
differ significantly from that in the total number of 


patients, regardless of the number of days since on-_ 


set (table 3). 

Since the study was conducted in the dispensaries 
or offices under the supervision of three different 
physicians, it was considered advisable to evaluate 
seme of the findings in each separately, to determine 
whetner any had achieved significantly different re- 
sults than the others. This analysis for subjective 
change is shown in table 10. It will be noted that the 
distributions are noticeably different under the three 
auspices, with statistical significance at well beyond 
the 0.1% level between all of them. This is due either 
to variation among the institutions in the standards 
for determining the subjective changes or to factors 
in the composition of the groups or the collateral 
treatment, such as the inclusion of students and pri- 
vate patients. The locality and the infecting organism 
may also be a factor. It is interesting, also, that all 
areas of the United States were included in this study. 
That it was not due to either bioflavonoid or ascorbic 
acid is evident from the fact that, despite wide vari- 
ation in distribution between institutional groups, 
there were no statistically significant differences due 


TaBLe 7.—Decrease in Pharyngitis by Drug Groups 


Initial Three Day 


Initial Three Day 


— Change, —— — Change, 
Pharyngitis No. No. % No. No. % 
With Flavonoid Without Flavonoid 
None “580 57.7 703 76.6 +18.9 ies 31 50.8 730 77.4 21,1 
Mild 302 32.9 175 19.1 —13.8 21 34.0 171 18.1 —15.9 
Moderate 71 7.7 32 3.5 — 42 72 76 31 3.3 — 43 
Severe 15 16 8 0.9 — 0.7 19 2.0 il 1.2 — 08 
Total 918 918 943 943 
With Ascorbie Acid Without Ascorbie Acid 
None 530 57.0 721 77.6 +20.6 531 57.0 712 76.4 +19.4 
Mild 318 34.2 167 18.0 —16.2 305 32.7 179 19.2 —13.5 
Moderate 62 6.7 33 3.6 — 31 81 8.7 30 3.2 — 5.5 
Severe 19 2.0 ~ 0.9 —1,1 15 16 11 1.2 — 04 
Total 929 929 932 932 
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to the two drugs within any of the groups. The per- 
centage differences noted, particularly in the Pratt- 
Whitney group, are still within the limits of random 
variation for a group of this size. 

When the study had been running for several 
months, a preliminary check on the cases already re- 
ported indicated no effect from the bioflavonoids. On 


TABLE 8.—Disposition of Cases and Mean Number of Work Days 
Lost by Drug Groups 


Bioflavonoid Asecorbie Acid 
With Without With Without 
of cases No. % No. % No. % No. % 
Kept at work 806 «87.4 824 87.3 824 «688.4 806 86.3 
Sent home after 
first visit i6 8.2 &3 8.8 72 7.7 87 9.3 
Sent home on 
subsequent visit 40 4.3 37 3.9 36 3.9 41 44 
Total 922 944 932 984 
Mean no. of work 
days lost 1.174 1.105 1.094 1.184 


the off chance that another compound might prove 
more effective, the medicaments were switched from 
lemon to orange flavonoid and the study continued. 
The cifference in effect of these two products on sub- 
jective and objective change is shown in table 11. 
While the lack of effect is more evident in the lemon 
flavonoid group, the differences noted between the 
patients receiving and not receiving orange flavonoid 
did not reach statistical significance and can be com- 
pletely accounted for by chance variation. It will be 
noted that the results with orange flavonoid were 
significantly worse than those obtained with the lemon 
flavonoid controls. This difference is probably due to 
a change in the severity of respiratory disease in the 
later months when the orange compound was being 
evaluated and emphasizes the importance of simul- 
taneous controls as were used in this study. 


J.A.M.A., November 24, 1956 


The lack of difference cannot be attributed to the 
limitation to a single reobservation. In any drug in- 
fluencing the course of an acute self-limited disease, 
some changes must be noticeable in at least some of 
the symptoms after three days or else the effect is so 


TaBLE 9.—Subjective and Objective Change in Patients 
Treated in First Twenty-four Hours by Drug Groups 


Flavonoid Aseorbie Acid 
With Without With Without 
Change No. % No. % No. % No. % 
Subjective 
Worse Od 11.2 61 11.5 2 11.1 64 11.6 
None 125 21.6 113 21.3 122 21.8 116 21.1 
Improved 241 416 2105 40.5 42.1 «4220 40.0 
Cured 148 25.6 142 26.7 140 25.0 150 27.3 
Total 579 631 560 550 
Objective 
Worse 41 7.4 49 9.4 46 8.5 44 8.2 
None llz 20.1 87 16.7 100 18.4 99 18.5 
Improved 45.4 239 45.8 24 46.7 28 44.5 
Cured W1 27.1 147 28.2 144 26.5 154 28.8 
Total 557 522 535 


negligible that it can be completeiy discounted. The 
procedure used did not evaluate the effectiveness of 
either of the drugs in preventing secondary bacterial 
infections and other complications, for which a mini- 
mum of a second reexamination after one week would 
have been necessary, because it had been designed 
to test the claim that the bioflavonoids, in conjunction 
with ascorbic acid, aborted or cured the common cold. 
Neither did it evaluate the use of these vitamins in 
prophylaxis against the common cold. 

The study cannot be invalidated on the basis of too 
high a percentage of placebo reactors. It is well known 
that the majority of common colds are alleviated to 
some extent by the administration of any symptomatic 
therapy, and the improvement noted in the over 1,900 


TasLe 10.—Subjective Change by Study Groups 


Tebrock Arminio Johnston 
With Without Without With Without 
Change No. 7 No. % No. % No. % No. % No. % 
Flavonoid 
Worse 91 12.7 103 13.9 0 0 1 OY 21 17 15 13.3 
None 155 21.6 145 19.6 35 32.1 29 25.4 30 25.2 42 37.2 
Improved 307 12.8 303 40.9 46 42.2 4 47.4 54 45. 44 38.9 
Cured 165 23.0 19) 25.6 28 25.7 30 26.3 14 11.8 12 10.6 
Total 71s 741 109 1M4 119 113 
Aseorbie Acid 
Worse 3 12.7 1 13.9 0 0 1 09 15 12.9 21 18.1 
None 143 19.6 157 715 35 $2.1 29 25.4 47 40.5 % 21.6 
Improved 322 44.1 288 30.5 47 43.1 03 46.5 41 35.3 57 49.1 
Cured 172 23.46 183 25.1 27 24.8 31 27.2 13 11.2 13 11.2 
Total 730 729 109 114 116 116 
Comment cases is about what one Wouid expect after three days 


The overwhelming impression gained from all these 
data is the singular lack of effect produced by either 
the bioflavonoid or the ascorbic acid. If any real clini- 
cal response were produced by either of these drugs 
in even an appreciable minority of the patients treated 
with them, significant statistical differences should 
have been evident in at least some of the factors ob- 
served. This is particularly so because of the large 
sample size and the exact comparability of the test 
groups for all observed factors at the start. 


of such therapy. For the claims for the drugs being 
tested to be substantiated, there would have to have 
been present an effect over and above that found for 
the entire group, and this difference was completely 
lacking. 

It will be noted that no analyses were performed 
on the individual drug groups to evaluate synergism 
or antagonism. In the absence of any differences be- 
tween the combined groups specific for bioflavonoid 
and for ascorbic acid (see section on methodology), 


Sul 


Ob; 


| 
| 
it 
tis 
fic 
ca 
wi 
TA 
| 
| 
of 
by 
we 
fla 
us 
ou 
or 
dit 
do 
es: 
= | siz 
: | of 
lev 
ca 
| 
| 
we 
| en 
th 
| lo 
| bo 
5 | 
to 
| pe 
se 
| ca 
ca 
we 
| al 


Vol. 162, No. 13 


it seemed necessary to look for such effects. It is sta- 
tistically possible for two drugs to both have a bene- 
ficial effect but to be completely antagonistic and 
cancel each other, in which case the analysis used 
would yield a false-negative result. An unusual effect 


TABLE 11.—Difference Between Lemon and Orange Flavonoid 


Lemon Orange 
With Without With Without 
Change No. % No. % No. % No. % 
Subjective 
Worse 1022 126 Wil 123 10 74 18 «(12.1 
None 49 363 59 39.6 
Improved 353 43.5 342 41.8 4 40.0 59 39.6 
Cured 18% 228 219 26.7 2 163 13 8.7 
Total 811 819 1385 149 
Objective 
Worse 68 8.8 72 9.0 5 3.8 15 10.3 
None 154 19.8 145 18.1 41 $1.1 39 26.7 
Improved 369 «47.55 368 45.9 60 45.5 7% 6514 
Cured 1860 28.9) 27.0 19.7 
Total 777 801 132 146 


of this kind, however, would be immediately apparent 
by simple inspection of the data at the time the groups 
were combined, and it was not noted. 

Thus far there is no convincing evidence that bio- 
flavonoids or ascorbic acid can alleviate a cold when 
used alone or in combination with other therapies, and 
our evidence confirms the conviction that bioflavonoids 
or ascorbic acid are without specific effect in such con- 
ditions. Although some might argue that much higher 
doses of either bioflavonoids or ascorbic acid are nec- 
essary to demonstrate a curative effect, we empha- 
size that the patients in this study received 200 mg. 
of ascorbic acid and 1 gm. of bioflavonoid per day, 
levels generally considered adequate to affect the 
capillary permeability. Since the usefulness of these 
compounds in reducing capillary fragility has gener- 
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ally been applied to long-standing conditions, there is 
no reason to believe that massive doses would achieve 


the rapid effect necessary in conditions as acute as a 
cold. 


Summary 


The effect of 1 gm. of bioflavonoid and/or 200 mg. 
of ascorbic acid administered daily in aborting or 
curing the common cold was tested in a controlled 
double-blind trial on over 1,900 subjects. The medi- 
caments were given, either singly or in combination, 
in addition to the usual treatment used to alleviate 
symptoms. No appreciable effects were observed after 
three days on subjective or objective improvement; 
on disappearance of running nose, sneezing, cough, 
hoarseness, malaise, headache, postnasal drip, or sore 
throat; on decrease in nasal secretions or obstruction 
or pharyngitis; or in time lost from work. In our 
opinion neither of these drugs in the dosage given 
has any significant effect in altering the course of the 
common cold. 


1740 Broadway (Dr. Tebrock). 


The following doctors from the staff of Sylvania Electric Products, lne., 
recorded and commented on the clinical observations used in this study: 
William Young, Hilton Lopez, Manuel Kaufman, Thomas Foote, C. Stafford 
Clay, William H. Regelman, Russell Pfeil, Jerome Paparella, Charles Young- 
man, S. C. Bower, George Means, S. Gardner, Edwin Reynolds, Cornelius 
Driscoll, Emi] Bove, Charles Fleck, Paul Gallaher, Carl Lohmann, Joseph 
Zavisca, George Cody, and Quay McCune. 
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CLINICAL NOTES 


A SIMPLE AID IN CALCULATION OF DIETS 


Ralph J. Slonim Jr., M.D., Baltimore 


In the construction of diets for alteration of the body 
weight of adults, certain assumptions have long been 
employed. Though not entirely accurate, they have 
the merit of utility and may be stated briefly as fol- 
lows: 1. For every individual there exists an “ideal” 
body weight, which may be calculated by a rule of 
110 Ib. (49.9 kg.) for a person 5 ft. (152.4 cm.) tall, with 
5 lb. (2.3 kg.) added for each additional inch. It is cus- 
tomary to allow a variation of 10% in this value, de- 
pending on body build. 2. A person who is mainly 
sedentary requires a daily dietary allowance of 35 
calories per kilogram of body weight. If he eats 35 
calories per kilogram of his ideal weight, his actual 
weight, regardless of what it is, will remain constant. 


From the University Hospital, University of Maryland. Dr. Slonim is now 
at the Hahnemann Medical College and Hospital of Philadelphia. 


If he does heavy labor, however, his caloric require- 
ment may be as high as 40 or 50 calories per kilogram 
per day. 3. If a person eats more than 35 calories per 
kilogram of his ideal weight per day, he will gain 
weight at the rate of 1 gm. of fat plus 1 gm. of water 
for each 9 calories in excess. If he eats less than the 
ideal amount, he will lose correspondingly. 

These assumptions, admittedly only approximately 
correct, may be used for calculating weight-changing 
diets, as in this example. An office worker who is 5ft. 
6 in. (167.6 cm.) tall wishes to lose 11 Ib. (5.0 kg.) in 
a month. The required diet is found from the following 
computations: (1) 11 Ib. = 5 kg. = 5,000 gm.; (2) 
5,000 gm. + 30 days = 166 gm. per day, equivalent to 
83 gm. of fat plus 83 gm. of water per day; (3) 83 gm. 
of fat is the equivalent of 83 x 9, or 747 calories less 
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than the ideal diet per day to lose 11 Ib. in one month; 
(4) the ideal weight is 110 lb. for the first 5 ft., plus 
30 Ib. for the additional 6 in. This 140 Ib. is approxi- 


723" 


4203 
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130 + 
502 


INCHES CM: 


CALORIES HEIGHT 
PER DAY 


CHANGE 
MONTH 


Nomogram for calculation of weight-changing diets. Select the patient’s 
height along the right margin and the rate of weight loss or gain desired per 
month along the left margin. The line connecting these two points crosses 
the calorie line at the desired daily caloric allowance. 


J.A.M.A., November 24, 1956 


mately 64 kg. At 35 calories per kilogram of body 
weight, the “ideal” diet is 35 < 64, or 2,240 calories 
per day; and (5) deducting the required amount 
(2,240 — 747) gives 1,493, or roughly 1,500 calories 
per day to produce the desired rate of weight reduc- 
tion. 

While this type of calculation is simple, it is rather 
time-consuming. The method can be reduced as fol- 
lows to a general equation that will cover all cases 
of moderately sedentary adults. Let H = height in 
inches, L = pounds per month weight loss (or gain) 
desired, and C = calories per day. Then, the ideal 
weight is 5(H — 60) + 110, and the ideal diet in 
calories per day is 


35 00) +00), 


2.2 


The pounds of fat and of water lost per day are con- 
verted to calories lost per day by the term 


Lx 9 x 1,000 
2X 30 


The difference between these two terms gives the re- 
quired number of calories: 


_ ae |5(H — 60) + 110 L x 9 x 1,000 
C=3 

2.2 2x 30 
This may be further simplified to 

C = 11.4 (7H — 266 — 6L). 
Yet another saving of time and effort may be intro- 
duced by constructing a nomogram based on this gen- 
eral equation, by which caloric allowances may be 
selected at a glance for any desired weight change. 
Such a nomogram is shown in the figure, based on a 
standard requirement of 35 calories per kilogram of 
body weight. 
230 N. Broad St., Philadelphia (2). 


RAPID ESTIMATION OF BLOOD GLUCOSE CONCENTRATION 
WITH ORDINARY TES-TAPE 


Holbrooke S. Seltzer, M.D., Dallas, Texas 


An instantly available diagnostic aid and therapeutic 
guide for the rapid estimation of blood glucose con- 
centration has been conspicuous by its absence. Previ- 
ous attempts to meet this need by streamlining the 
usual time-consuming laboratory procedure have in- 
cluded those of Wilkerson and Heftmann ' and Leech 
and Woodford,’ as well as the use of Dextrotest, a 
simplified blood sugar test outfit. These attempts have 
not met widespread acceptance because they require 
special equipment that is cumbersome to operate. An 
indicator paper known as Tes-Tape is now being in- 
creasingly used by patients with diabetes for the de- 
tection of urinary glucose. The green-blue spectrum 
appearing on the yellow Tes-Tape is indicative of the 
presence of glucose, since the color development de- 


Clinical Associate Professor of Internal Medicine, the University of 
Texas Southwestern Medical School, and Chief of the Metabolic Section, 
Department of Medicine, Veterans Administration Hospital. 


pends upon the oxidation of glucose by its specific 
enzyme, glucose oxidase.* The advent of Tes-Tape has 
enabled development of a rapid and simple means for 
approximating the blood glucose level. By the method 
to be described, within three minutes after venipunc- 
ture severe hygeglycemia or frank hyperglycemia can 
be distinguished from an essentially normal blood 
sugar level. Within another few minutes the blood glu- 
cose value can be bracketed with an accuracy varying 
from 25 mg. per 100 cc. at very low concentrations to 
200-250 mg. per 100 cc. at high concentrations of blood 
sugar. 


Materials and Methods 


Determinations of glucose in whole blood and plas- 
ma were performed in duplicate on 130 specimens of 
oxalated venous blood by the “true blood sugar” meth- 
od.* The glucose content of each sample of plasma was 
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simultaneously estimated with Tes-Tape by two differ- 
ent techniques. The first method involved the use of 
undiluted plasma. One drop of plasma was placed on 
one end of a strip of Tes-Tape about 1.5 in. in length. 
Sixty seconds later the darkest color that had developed 
was compared with the Tes-Tape color card and read 
on a scale with gradings from “4+-” down to “trace” or 
“faint trace.” 

The second method involved the use of serial dilu- 
tions of plasma. When hyperglycemia was anticipated 
or when the approximate blood sugar level was un- 
known, eight small test tubes (e. g., Kahn tubes) were 
placed in a test-tube rack. Plasma was put into an end 
tube, and 10 drops of distilled water were added by 
medicine dropper to each of the other tubes. Ten 
drops of plasma were mixed with the water in the 
second tube, and serial dilutions from 0 to 1:128 
were obtained. Correspondingly fewer dilutions were 
made if a normal or low glucose concentration was 
expected. Eight strips of Tes-Tape about 1.5 in. long 
were then placed side-by-side on a white paper back- 
ground. To one end of each strip a single drop of a suc- 
cessive dilution was applied. The “end-point” was that 
dilution of plasma showing at one minute the last 
definite greenish tint on the yellow Tes-Tape. The 
end-point was usually sharp, but comparison with a 
blank—a strip of Tes-Tape moistened with water— 
occasionally facilitated decision regarding the last 
positive dilution. Figure 1 shows the results of the 
testing by this method of two samples of plasma for 
which the corresponding blood sugar levels were 93 
and 311 mg. per 100 ce. 


Results 


Blood glucose concentrations of the 130 specimens 
ranged from 16 to 760 mg. per 100 cc. With few ex- 
ceptions their corresponding plasma glucose values 
were slightly higher. The absolute increase of plasma 
over blood sugar levels varied from -7 to 88 mg. per 
100 cc. (mean of 12 mg. per 100 cc. ), with the greatest 
increments accompanying the highest blood glucose 
concentrations. In all instances blood and plasma val- 
ues correlated so closely that the Tes-Tape response to 
plasma glucose reflected the corresponding blood glu- 
cose level. 

The degree of glycemia could be quickly estimated 
by use of either of two indexes. A very rapid approxi- 
mation was provided by the Tes-Tape reaction to un- 
diluted plasma alone. Figure 2 illustrates that, despite 
considerable overlapping of the color readings for a 
given blood sugar value, the following interpretations 
of clinical utility were obtainable: 1: ‘No color or the 
faintest green tint (faint trace ) was evidence of severe 
hypoglycemia. 2. A pale green of variable intensity 
(trace to 14+-) embraced a wide spectrum extending 
from very low to moderately elevated blood sugar 
values, 3, A deep-green color alone (2+ ) or one merg- 
ing into blue (3+) signified progressive degrees of 
hyperglycemia. One factor contributing to the gross- 
ness of the interpretation from undiluted plasma was 
the frequent difficulty in deciding between trace and 
1+ or between 2+ and 3+ readings. 
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Precision in estimating the blood sugar concentra- 
tion was sharpened considerably by determination of 
the end-point, as described, for serial dilutions of 
plasma. Figure 3 demonstrates that the dilution tech- 
nique permitted much better discrimination between 
hypoglycemia and normoglycemia. Degrees of hyper- 
glycemia were also distinguished more exactly when 
the weakest dilution to show a color change on Tes- 
Tape was read. Not infrequently, however, it was still 
impossible to differentiate normal fasting blood sugar 
values from moderately elevated ones. The table is 
derived from the graphic data shown in figure 3. 
At each dilution of plasma recorded as the end-point, 
90% or more of the corresponding blood glucose values 
fell within the range indicated. The glucose content of 
a specimen whose Tes-Tape response ended at or 
before the 1:2 dilution was alarmingly low, and an 
end-point at 1:4 still signified clinically important 
hypoglycemia in most cases. On the whole, the 1:8 
dilution end-point indicated either slightly subnormal 
or normal sugar concentrations. At the 1:16 dilution 


BLOOD 
93 GLUCOSE 
(mg./100 cc.) 
= 

TES- TAPE DILUTION TES-TAPE 

REACTION OF PLASMA REACTION 

0 

| 1:4 

1:8 

1:16 —_ 

| 1:32 

1:64 

1128 
Fig. 1.—Tes-Tape indexes of two samples of plasma for which corre- 
sponding blood glucose concentrations are 93 and 311 mg. per 100 cc. 
On left, undiluted plasma shows 1+ reaction and last positive dilution is 
1:16; on right, respective readings are 2+ to 3+ and 1:32. Two lower 


strips in each column show slight shadow cast by negative dilutiois. 


the corresponding blood sugar value was either in the 
normal fasting range or moderately high. Positive re- 
sponses at succeeding dilutions uniformly meant pro- 
portionately elevated glucose levels. 


Comment 


Depending upon the clinical information desired, 
the very rapid answer obtained from the Tes-Tape 
reaction to undiluted plasma may provide sufficient 
information to render a further plasma-dilution test 
unnecessary. For example, extreme hypoglycemia and 
severe hyperglycemia are instantly apparent. How- 
ever, since the gradation between readings of trace 
and 1+ or 2+ and 3+ is often indistinct, the much 
closer approximation made possible by the serial-dilu- 
tion technique more than compensates for the small 
additional investment of time. 
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During the development of the method, certain 
practieal points of procedure became evident, recog- 
nition of which should facilitate duplication of the 
results reported: 1. Only one drop of plasma or its 
dilution should be placed on the Tes-Tape strip. There 
should be enough liquid to permit a slowly advancing 
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cemic coma can be quickly distinguished from other 
forms of unconsciousness. In the former case, the Tes. 
Tape will show at best a faint green reaction to the 
undiluted plasma and be negative beyond the 1:2 
dilution, whereas for patients in any other state it will 
yield a positive response past the 1:4 dilution. On the 
diabetic ward of the hospital occasions 
frequently arise when one suspects that a 
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patient may be hypoglycemic. Although the 
Tes-Tape color response is not keen enough 
to distinguish mild hypoglycemia from low. 
normal glucose values, it can easily single 
out a patient whose symptoms may well be 
due to hypoglycemia from those with ob- 
viously normal or elevated blood sugar levels. 
The Tes-Tape procedure can also be used 
conjointly with the method of Duncan and 
Gill® for estimating plasma acetone levels 
in order to follow the clinical course of a 
patient in diabetic coma. In the latter test, 
the diminishing intensity of color change 
produced by serial dilutions of plasma on 
the nitroprusside reagent heralds the disap- 
pearance of ketosis and a rising carbon 
dioxide—combining power. Similarly, a fall- 
ing blood glucose level is signaled by a 
progressive decrease in the plasma dilution 
causing the last greenish tint to appear on 
Tes-Tape. 

‘ In addition to the above obvious ap- 
plications of Tes-Tape, it may also prove 
+ useful in the screening of specimens of 
blood during diabetes-detection programs. 
+ The simplicity of the technique overshadows 
the fact that the Tes-Tape response is slight- 


1 —— 
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TWoce TES-TAPE REACTION TO PLASMA 


Fig. 2.—Correlation of blood glucose level with Tes-Tape reaction to undiluted plasma. 
Extreme hypoglycemia and frank hyperglycemia are recognizable, but grossness of reading 


index prevents good discrimination at intermediate sugar concentrations. 


fluid front during the minute of color development, 
but a dry area must remain at the time of reading, as 
shown in figure 1. If the strip is flooded, the excess of 
glucose-containing solution leads to overreading of 
the end-point by one or more dilutions. 2. The reading 
should be made promptly at from 60 to 75 seconds. 
Not only do some negative dilutions develop a green- 
ish tint after 90 seconds but a blank of Tes-Tape mois- 
tened with water sometimes shows a similar color 
change after a few minutes. Apparently, the indicator 
color in the Tes-Tape system is activated minimally 
and nonspecifically by water per se. 3. There are no 
false-positive readings, since the enzyme upon which 
color development depends reacts specifically with 
glucose.’ Neither the slight hemolysis sometimes pres- 
ent in plasma nor coexistent high blood levels of fruc- 
tose interfere with the Tes-Tape response to the glu- 
cose concentration. 

The rapidity with which this simple procedure in- 
forms the physician of the approximate blood sugar 
level of his patient makes it a useful adjunct in several 
clinical situations. In the emergency room, hypogly- 


ly less precise than that of the Wilkerson- 
Heftmann method,’ the use of which is 
limited to a few diagnostic centers because 
of the special equipment and training re- 
quired. Moreover, once plasma. has been 
separated from red blood cells, the glucose 
concentration remains virtually unchanged for 48 
hours or longer, so that a multitude of samples can be 
collected and screened en masse. On undiluted plasma, 
a Tes-Tape response of 3+ would automatically make 
the donor suspect, and a 2+ reaction would warrant 
further investigation if serial dilutions remained posi- 
tive at 1:32 or higher. 


Correlation of End-Points of Tes-Tape Response with 90% ot 
More of Corresponding Blood Glucose Concentrations 


Dilution of Plasma Blood Glucose Values, Range of Mg./100 Oe. 


20-40 
1:4 85-65 
128 45-95 
1:16 75-165 
1282 145-355 
225-450 
500-760 


A final word about the probable future of this test 
relative to its present status: It is almost certain that 
we shall ultimately see the development of vastly im- 
proved paper indicator systems whereby direct, in- 
stantaneous, and highly accurate assessment of the 


| Vol 
ple 
tiv 
de: 
da 
| pa] 
avi 
| ma 
| the 
| 
| res 
eni 
| glu 
| gly 
sta 
| sus 
rea 
inf 
col 
Th 
tha 
glu 
tio. 
can 
10 
ran 
Th 
the 
test 
ma 
| blo 
| | 
Pub 
| (Fel 
| 
| 
| d 
W: 
| 
he: 
| sic: 
| pu 
| | as 
do: 
| mi! 
of 
| 
| 
| vei 
| prc 
she 


Vol. 162, No. 13 


plasma glucose level will be possible. When that hap- 
pens, ordinary Tes-Tape will become as obsolete as 
litmus paper. In the meantime, however, the compara- 
tively gross information provided by the method 
described does not discredit its general applicability to- 
day. Here, for the first time, by the use of a “litmus- 
paper” technique and a material that is 

available in all pharmacies, valuable infor- 
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. S., and Woodford, N.: Simple Bedside Method for Esti- 
S . J. Lab. & Clin. Med. 33: 644-650 (May) 1948. 
and Renold, A. E.: Specific Enzymatic Determina- 
lood and Urine Using Glucose Oxidase, Diabetes 5: 1-6 


" 3 daptation of Somogyi Method for Determina- 
tion of Glucose, J. Biol. Chem. 153: 375-380 (May) 1944. 
5. Duncan, G. G., and Gill, R. J.: Clinical Value of Simple Qualitative 
a for + ae Acetone in Diabetic Coma, Diabetes 2: 353-357 (Sept.- 
1953. 


790 


mation can be quickly obtained regarding 
the blood sugar concentration of the patient. 


Summary and Conclusions 


A simple technique, based upon the color 
response of ordinary Tes-Tape to plasma, 
enables rapid gross estimation of the blood 
glucose concentration. Either severe hypo- 
glycemia or frank hyperglycemia can be in- 
stantly distinguished from normal blood 
sugar values by observing the Tes-Tape 
reaction to undiluted plasma. More precise 
information is obtained by determining the 
color response to serial dilutions of plasma. 
This procedure offers a range of accuracy 
that is proportional to the actual level of 
glucose in the blood. At glucose concentra- 
tions that are below 50 mg. per 100 cc. one 
can usually read within 20 to 30 mg. per 
100 cc., while at very high levels the reading 
range widens to 200 to 250 mg. per 100 cc. 
The simplicity and rapidity of the test and 
the availability of materials recommend the 
test for general use whenever prompt infor- 
mation regarding the patient’s approximate 
blood sugar level is desired. 
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DILUTION OF PLASMA 


Fig. 3.—Correlation of blood glucose level with end-point Tes-Tape response to serial dilu- 
tions of plasma. Degrees of hypoglycemia and hyperglycemia are satisfactorily interpreted. 
Normal sugar values may or may not be distinguishable from moderately elevated ones. 
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THE DOCTORS WHO TALK ABOUT WAR 


Around a green baize-covered U-shaped table in 
Washington, D.C., two dozen doctors were talking 
about a war they hope never will come. What they 
heard and said might some day affect not only phy- 
sicians but all Americans in every walk of life. Here, 
published for the first time, are elements of that story 
as it was unfolded last Oct. 25 by representatives of a 
dozen federal agencies at the meeting of the Com- 
mittee on Civil Defense, Council on National Defense, 
of the American Medical Association. 


News Item 


The U. S. Federal Civil Defense Administration re- 
vealed that the government now is completing a 
prototype of a plastic “basic protective mask” in six 
shapes and sizes for possible civilian use against chem- 


ical warfare. Dr. John M. Whitney, who is director of 
the health office of the FCDA, told the committee 
that if and when the government decides there should 
be mass distribution of the masks, the FCDA simply 
will rush sets of master molds to manufacturers across 
the country. The factories then can produce the masks 
quickly by a plastic injection method. Until now, the 
FCDA had considered air pollutant defense secondary 
to nuclear war effects. 

Dr. Whitney also announced that medical supplies 
for three and a half million casualties over a three- 
week period now are stored in 40 warehouses across 
the United States and that by 1958 the cache will be 
big enough for five million victims of any national 
catastrophe. 
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News Item 


The Atomic Energy Commission’s long-awaited new 
handbook on the effects of nuclear weapons is now 
in final proof and will be available for distribution 
in a few months. Robert L. Corsbie of the AEC’s 
division of biology and medicine says the handbook 
will be in less technical language than a now-outdated 
edition, and “will be accessible to many more non- 
scientific people.” The publication is expected to an- 
swer, for the general public, many persistent ques- 
tions about radiation and biology associated with 
H-bomb explosions. 

It also may answer criticism that the present ad- 
ministration in Washington has tried to suppress dis- 
turbing reports on the dangers of radiation. Said 
Corsbie: “We believe now that although the law justi- 
fiably keeps nuclear devices classified (as secret), in- 
formation from field tests should be made public. As 
a result, three-fourths of our 47 weapons test reports 
will be made available soon.” Corsbie, who was on a 
Navy survey team at Hiroshima in 1945, also revealed 
that an important re-survey of A-bomb effects in Japan 
is producing some new and valuable data. 

For example, a medical survey team 10 years ago 
“documented” the case of 100 persons who survived 
the blast at Hiroshima by seeking shelter in a cave. 
But last year another team, working with Japanese 
physicians, carefully reconstructed conditions at the 
same cave and found that the refugees actually num- 
bered 67, of whom only 2 survived. Says Corsbie: “We 
feel that if we are wrong on early findings, we should 
say so. For example, we have thrown out a theory 
that blast and radiation burns occur only when the 
victim is in open-line sight of a nuclear blast. That 
theory was disproven when the explosion of a 15- 
kiloton device from a 300-foot tower caused burns 
around the eyes and groin of dogs which were 1,500 
feet away in a shelter built with two right-angle turns.” 


J.A.M.A., November 24, 195¢ 


News Item 


A nationwide network of “revitalizing” teams is 
being organized by the U. S. Air Force to speedily 
restore combat crews into retaliatory shape in case 
they are hit by an enemy attack. Air Force Col. 
Joseph Nagle announced that by 1958 eight of these 
118-man “casualty management and control” units 
will be set up near (but not in) Strategic Air Com- 
mand base areas. He says: “If as a result of these 
units we can launch one more B-52, they will have 
paid for themselves.” Civilians would not be served by 
these Air Force units. They would have to “shift for 
themselves” through their local civil defense organ- 
izations and would, in fact, be expected to give med- 
ical aid to the military (instead of vice versa) during 
the early stages of an enemy attack. 


Other News 


Other news was occurring in that hotel meeting 
room—news about expanded civil defense training 
for public health reservists, about a nationwide survey 
of community water systems, about a few AEC ad- 
vances against radioactive fallout, and about continu- 
ing government research on the effects of nuclear 
explosions and of biological and chemical warfare 
contaminants on foods and drugs. 

Dr. Harvey Stone of the health resources advisory 
committee of the Office of Defense Mobilization told 
the physicians that, to his great surprise, he learned 
that a single nuclear bomb could wipe out all three 
U.S. firms that manufacture surgical instruments. Al- 
most the same geographical proximity is true of x-ray 
equipment companies in this country, he said. It was 
something to think about. 

And there was something else to think about: In 
case of enemy attack, where does a physician’s re- 
sponsibility lie? Does he rush to duty at his hospital 
or does he rush into uniform from reserve status? Is 


Left, civilian protective mask being developed for possible mass use against chemical warfare. The Federal Civil Defense Administration says that the 
mask—designed in six variations of shapes and sizes—can be produced in local factories by a plastic injection method. The FCDA would keep the master molds. 


Middle, Los Angeles—American Red Cross demonstration of what an “emergency disaster” would be like. Although it was not said, this could have bee 
a cross section of the aftermath of an A-bombing. Realism was added by administration of blood plasma to “victims.” 


Right, in Flint, Mich., June 11, 1953, ““Tornado’s Toll,” injured residents of Flint lined row on row in the gymnasium of the wrecked school, after the 


emergency shelter was set up to meet the need of treating injured and homeless when hospitals in the area became packed with casualties. More than 125 


persons were killed and many hundreds injured in the violent twister. 
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it his prime obligation to fulfill key duties in his state 
civil defense organization, or at the nearby first-aid 
station—or at the stricken factory where he may have 
been employed part-time? For many physicians, it can 
be a multi-responsibility beyond their priority control. 

Already, the ODM has a special task force working 
on the problem. The A. M. A. Committee Chairman, 
Dr. Harold Leuth, suggested to his colleagues: “The 
matter of a doctor’s dual responsibility is a top cabinet 
decision in our government.” This doctors’ dilemma 
has not yet been resolved; it still is being considered. 

Members also are considering the stark contrast of 
civil defense in this country and in Great Britain. They 
heard U.S. Army Col. Joseph R. Schaeffer, recently 
returned from three days in England, say: “The British 
are very alert to disaster situations. They continually 
are exercising for atomic war. I saw one man who 
travelled 200 miles to London at his own expense— 
just so he could lie in the rubble of a street, as a 
casualty model wearing realistic-looking wounds. He 
was observed and worked over by students, passersby, 
even members of Parliament—all of whom were eager 
to learn what they could do to help themselves in a 
disaster. There is nothing like it done in this country. 
In the extreme apathy in the United States, many of 
us are geared to believe it won't happen.” 


Doctors Are the Pathfinders 


Nothing like it in this country? A committee mem- 
ber, Dr. Carroll Hungate, questions that. Admittedly, 
many states have fallen down on civil defense, he 
said, but others—including California, New York, and 
Kansas—are pretty well prepared. Dr. Hungate cited 
a recent exercise in Stanley, Kan., where nonmedical 
people cared for simulated casualties, and evacuated 
their entire town to a school house 35 miles away. He 
said: “In many states doctors have been and are stim- 
ulating other people and agencies into civil defense 
activities. They were in civil defense long before 
others were.” Said another committee member, Dr. 
Cortez F. Enloe Jr.: 

“From the moment the first attack warning comes, 
something you're doing will be affected by the civil 
defense measures now planned. This holds true 
whether you are practicing pediatrics in Paducah or 
plastic surgery in Manhattan. . . . The ultimate suc- 
cess of the national civil defense program and of the 
programs of the American Medical Association, of the 
state, and of county medical societies depends, in the 
final analysis, not on what authorities think and plan 
but on what the individual physician does. . . . For the 
physician, civil defense is a personal matter.” 

It was an immediate personal matter for hundreds 
of northern California physicians last Christmas when 
they put aside holiday plans in order to implement 
their own long-standing civil defense plans—and thus 
helped reduce the toll of human life during ravaging 
floods. It was an immediate personal matter for hund- 
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reds more, including 42 public health reservists called 
to active duty, during last year’s New England floods. 
It was an immediate personal matter for the county 
medical society members in Fremont, Mich., as they 
took up the grim task of sorting casualties from a 
devastating one-two punch delivered by twin torna- 
does. Wherever there has been natural disaster, it 
was the prearranged civil defense blueprint of local 
medical societies that served the community. And it 
was during these same disasters that the societies 
without civil defense training saw higher casualty 
figures; comparative records across the country prove 
that. 

How to instill civil defense unity without uniform- 
ity among this nation’s medical men is a major objec- 
tive of the A. M. A. Committee. One suggestion being 
considered is the formation of a “national medical 
board” made up of one doctor from each state medical 
organization, which would offer ideas for survival. 
These locally applicable ideas then could be trans- 
formed democratically into specific standards and 
training duties, extending to the county level. As a 
result, doctors then might be able to do more than 
just vaguely “help” in their community's civil defense. 

Simple geometrics makes it plain that the physician's 
role in a community disaster is multiplied a thousand- 
fold when a catastrophe strikes the nation. The doctors 
themselves clearly defined their mission last June 
when their A. M. A. House of Delegates overwhelm- 
ingly voted approval of a national civil defense reso- 
lution stating: 

“It is therefore the solemn duty of the medical pro- 
fession, including every individual physician in the 
country, to exercise his skills, knowledge and best 
judgment to prevent human suffering and loss of life 
and to assume responsibility for solution of the com- 
plex medical problems arising from instantaneously 
produced mass casualties.” 


Pancreatic Insufficiency.—A number of children with cystic 
fibrosis of the pancreas with complete pancreatic enzyme defi- 
ciency as well as a number of healthy children were studied to 
determine whether the response of their plasma proline levels 
to the feeding of either gelatin or casein could be used as a 
simpler and more generally useful diagnostic test. A new simple 
method for the determination of plasma proline has been found 
suitable, and its application indicates that it can be used in 
conjunction with or that it may replace the glycine method. 
The proline method has the advantage that it may be applied 
after casein or gelatin meals, whereas the glycine method is use- 
ful only after gelatin meals. Children with cystic fibrosis of the 
pancreas with complete pancreatic insufficiency have a fasting 
proline plasma level much below that of healthy children, 
whereas the fasting aminoacetic acid levels are approximately 
the same. The administration of a proteolytic enzyme prepara- 
tion, papain, with the test meal of gelatin to patients with pan- 
creatic insufficiency results in a significant improvement in 
protein digestion.—B. S. Gould, Ph.D., and H. Shwachman, 
M.D., Studies in Cystic Fibrosis, A. M. A. Journal of Diseases of 
Children, June 1956. 


| 
is 
ily 
ise x 
ol. 
se 
its 
ve 
by 
for 
ng ; 
ng 
ng 
ey 
id- 
ar 
ire 
My 
ed 
ee 
A|- 
‘ay 
In 
re- 
tal 
Is 
the 
Ids. 
eed 
125 


1240 


THE JOURNAL 


OF THE AMERICAN MEDICAL ASSOCIATION 
Edited Under the Direction of the Board of Trustees 


Editor and Managing Publisher AUSTIN SMITH, M.D. 
Associate Editor . . . .« « « . JOHNSON F. HAMMOND, M.D. 
FREDERIC T. JUNG, M.D. 
EDWARD R. PINCKNEY, M.D. 
Assistant to the Editor . ' . MILTON GOLIN 
Editor for Medical Literature Abstracts . . GEORGE HALPERIN, M.D. 


Fifteen dollars per annum in advance 
. “Medic, Chicago” 


Subscription price . 
Cable Address . 


TRAINING OF THE FAMILY DOCTOR 
GUEST EDITORIAL 
Charles S. Davidson, M.D. 


“Everyone wants and should have a family doctor.” 
“This is the age of specialization.” “Generalists are our 
family doctors of the future.” “Someday we'll have a 
doctor for every part of us.” “You don’t get the per- 
sonal medical care you used to.’ “The internist is the 
general practitioner of today.” “We must consider the 
patient as a whole.” These statements and many others 
are from physicians, editors, and lay people. Their 
variety and very number demonstrate that something 
is afoot. True—and it is just this: The complexity of 
modern medicine demands specialists; yet each of us 
when ill wants a doctor who understands us and will 
“see us through,” who will consider the social, eco- 
nomic, and emotional problems as well as the pain. 
We might like our family doctor to take care of our 
glioma, yet we know that a neurosurgeon can do it 
better. This dichotomy between family doctor and 
specialist runs throughout medical practice and has 
given rise to the clichés above as well as to much 
heated discussion. Part of the heat of the discussion 
arises from lack of proper definition of a few words. 

Let us use the term family doctor for one whom we 
call first when we are ill, to whom we go for “health 
examinations’—a physician who knows us as thorough- 
ly as anyone can. Now who is best trained to do this, 
to be our family physician? Some say the generalist 
( general practitioner ), who is (theoretically ) qualified 
to some extent in all aspects of medicine; some say the 
internist; and some hope that every physician (includ- 
ing the neurosurgeon above) is capable of such com- 
plete medical care. 

When we choose a family doctor we want to know 
not only about his intellectual and moral qualifications 
but also about his training and experience. Assume 
that a young man is about to graduate from medical 
school and wants to be a family doctor. Assume also 
that he has a fine mind, is morally sound, likes people, 
and will “make a fine doctor.” What advice should he 


From Thorndike Memorial Laboratory, Boston City Hospital. 
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be given for his further training? He does not wish to 
specialize in surgery, obstetrics, neurology, or psychia- 
try but wants to be a good doctor. My thesis and my 
advice to the young man follows. No one can do major 
surgery, specialized surgery, obstetrics, gynecology, 
and psychiatry without extensive training in each 
subject. A person who may do all or most of these and 
do them well should have, after internship, intensive 
training and experience for at least four or five years 
after medical school. He is then qualified to start gen- 
eral practice as defined above. One year of rotating 
internship today is not enough to permit him to under- 
take all these things and do them well. In fact, general 
practice, as I see it, requires more years of intensive 
training than do many specialties. That this is begin- 
ning to be recognized is implied by the formation of 
general practice residencies by some hospitals. Wheth- 
er many persons can afford the years of training nec- 
essary to become well-trained generalists may be 
doubted. 

If our young man does not want to or is not able to 
spend this time but still does not want to be a spe- 
cialist, what is he to do? I would recommend that he 
spend two or perhaps three years in hard hospital 
work, much of it in general medicine. During this time 
he will have worked with specialists such as surgeons, 
pediatricians, obstetricians, and psychiatrists and will 
have learned much about the problems with which 
they are dealing. He will thus be trained to be a family 
physician—not to do major surgery and probably not 
obstetrics, unless necessary in his community (and 
then he will take training), and perhaps will need to 
refer some or all children’s problems to his colleagues 
in pediatrics. But he is trained to care for everyday 
problems and illnesses in the family. Perhaps he may 
wish to specialize in internal medicine, even in one of 
its subspecialities, and may become qualified for ad- 
mission to and be certified by the American Board of 
Internal Medicine, but this is by no means necessary 
to nor usually advisable for his training as a family 
doctor. Parenthetically, many internists are family phy- 
sicians today. As the physician grows older and be- 
comes more widely experienced, consultation practice 
may fall his lot. Just as likely, and in spite of experi- 
ence and even “boards,” he may be happier and be of 
greater service continuing as a family doctor, calling 
on others with specialized training when necessary. 

Whatever the course of his professional career, our 
young man will be sufficiently well trained never to un- 
dertake that for which he is not qualified. In this “age of 
specialization,” the practice of medicine will continue 


‘in its best tradition if each physician does only that 


which he is capable of doing well, irrespective of post- 
graduate diplomas and recognition by specialty boards 
and other approving authorities, for these latter are 
only gross “paper” standards. A physician’s knowledge 
of his capabilities and his own conscience are far better 
standards for his conduct as a physician and as to the 
kind of practice he will undertake than the titles others 
may give him on the basis of credentials, examinations, 
and years of residency training. To illustrate: If our 
young man, after four years of medical school and one 
of rotating internship, assays to practice medicine, sur- 
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gery, and obstetrics, he is fooling not only himself but 
his patients. So also is the expert neurosurgeon who, 
unaided, treats diabetes, hypertension, and the occa- 
sional obstetric case. 

Let us then redefine the kinds of physicians in mod- 
ern terms and say that the general practitioner will 
need sufficient training (four or more years after med- 
ical school) to permit him to practice medicine, sur- 
gery, obstetrics, and other specialties. The family 
doctor who “knows us best” and “sees us through” as 
far as his training and capabilities will allow may be 
such a general practitioner, or, more likely, he will 
have had far less training—the majority of it in medi- 
cine. The specialist has the kind of mind and the 
training to dig deep into a particular field—be it ortho- 
pedic surgery, psychiatry, or cardiology—and probably 
will have neither the time nor the inclination to be a 
family doctor, although this does not imply that he is 
any less a physician in the best sense of the word. We 
must do well that for which we are trained, but only 
that of which we are capable. 


MEDICINE AND THE ARMED FORCES 


Physicians about to perform their military obligation 
for the first time, their colleagues now in service, and 
those who have already served would have felt quite 
encouraged had they witnessed the recent meeting of 
the Committee on Military Medical Affairs of the 
American Medical Association. This group, which is 
a part of the A. M. A.’s Council on National Defense, 
meets at least twice a year with the expressed hope 
of securing the optimal interests of the medical and 
allied professions to serve the nation, compatible with 
national defense needs. By invitation, this particular 
committee assists the armed forces in matters of plan- 
ning for medical care, physician recruitment, reserve 
programs, military medical supplies, deferment poli- 
cies, and many other fields where medicine and the 
military have a joint interest. In addition, this A. M. A. 
activity carefully investigates complaints, as well as 
accolades, from physicians who, because of present or 
past military duties, have written and elaborated on 
what appear to be either professional injustices or ex- 
cellent examples of military medicine in action. 

The most recent meeting of the Committee was held 
in Washington, D. C., this past October. Representa- 
tives (in most cases the surgeon general, along with 
members of his staff) of all the armed forces, the 
Public Health Service, the Selective Service System, 
and the office of the Secretary of Defense volunteered 
their time to discuss with the Committee items that 
would involve a physician and his relation to military 
medicine. A few of these subjects might serve to illus- 
trate the Committee’s activities. 

Prime interest was of course centered around the 
“doctor-draft.” Recent newspaper publicity has inti- 
mated that the Defense Department is not planning to 
ask for a continuation of this legislation. The A. M. A. 
representatives were interested in any future plans for 
the possible call-up of practicing physicians. Govern- 
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ment spokesmen agreed on the diminishing justifica- 
tion of their previous viewpoints concerning this spe- 
cial registration and went on to explain their present 
concepts for maintaining an adequate number of 
physicians to care for military personnel. First, they 
plan to ask amendment of the present regular selective 
service act to place physicians in the same category 
as all other specialists occasionally needed to provide 
optimum security for national defense. Second, initial 
reports on the Career Incentive Program for Medical 
Officers (Public Law 497, 84th Congress) seem to 
indicate an increasing interest in a military medical 
career, with greater numbers of applications for com- 
missions being submitted and, at the same time, fewer 
resignations of medical officers. In projecting their 
needs after June, 1957, based on the continuance of 
the status quo or on improvement in world affairs, the 
military felt that, by its use of physicians who would 
have come under the regular draft but who had been 
deferred to complete their education, in addition to 
increasing numbers of volunteers, there would be ade- 
quate and competent medical care for members of the 
armed forces. 

Military reserve activities were fully explained to 
the Committee by all the services represented. New 
programs for reservists, with special emphasis on the 
potential benefits to the physician becoming a mem- 
ber of a reserve component in his home area, were 
graphically demonstrated. The Committee requested 
that all new reserve information be compiled in an 
easily readable form and published for the information 
of the profession. 

Discussion was also held concerning the dual, or in 
some cases triple, responsibility of the medical reserv- 
ist. Specifically, there is the situation of the reserve 
officer presently in government employ, as in a Vet- 
erans Administration hospital. In the event of a state 
of emergency, which organization has prime call on 
the man? In a situation where a physician or nurse 
is a member of a reserve component and holds a key 
position of supervision in a medical or teaching center, 
does he or she owe first allegiance to the branch of the 
armed forces, the affiliated institution, or to community 
civil defense? The A. M. A. representatives felt this 
was an urgent problem worthy of further detailed 
study and secured the assurance of the military med- 
ical chiefs not only that such investigation of the 
government employee-reservist was now in progress 
but that consideration of the priority of the nongovern- 
ment reservist would also be undertaken. 

Another of the many matters explored pertained to 
the new Central Medical Material Supply Program. 
The responsibility for this particular program is now 
vested in the Department of the Navy for all three 
military services. There was an informative exchange 
of information and ideas, based on past war and 
peacetime experiences along with projected possibili- 
ties, the central theme developed being to provide the 
most efficient supply service when and where needed, 
while still maintaining the desired economy of opera- 
tions. 
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The cooperative attitude of the military officials in 
working with the members of the Committee on Mili- 
tary Medical Affairs reflected a sincere desire to work 
hand-in-hand with organized medicine to achieve that 
evidently not impossible goal of matching military 
medicine to its civilian counterpart. Both groups at 
the meeting, each having its own responsibility—the 
military to the country’s defense and the A. M. A. to 
the health and welfare of the country as a whole— 
obviously tried to meet each other halfway. That the 
meeting brought forth worthwhile discussions on 
the majority of topics shows this liaison between 
the practicing physician (regardless of whether he 
is an A. M. A. member) and the Department of De- 
fense to be an effective link for improving military 
medicine. 


RURAL HEALTH 


While illness in a patient may not be clinically dif- 
ferent whether he lives in a rural or urban community, 
the factors concerning the prevention and treatment 
of his illness vary greatly when the patient is distant 
from the contributions of a city medical center. Con- 
ditions leading to good health in village and country 
living are admittedly different from those in the more 
urban parts of the United States. After consideration 
of the recent reports on air pollution along with 
crowded living conditions, which are epidemic po- 
tentials, it is not impossible to envy the rural citizen. 
On the other hand, the farmer or rancher usually must 
be his own public health department, while the city 
resident has many preventive health measures per- 
formed for him through such environmental controls 
as sewage disposal and through his safe and adequate 
water supply. Because the rural population has dem- 
onstrated its desire to utilize available preventive 
techniques and, even more so, to understand better 
how to make the best use of professionally quali- 
fied medical care when it is available, and in view 
of the fact there is insufficient distribution of com- 
petent health personnel and facilities in many of 
these isolated areas, the Council on Rural Health 
of the American Medical Association has been assist- 
ing receptive communities in solving their unique 
health problems. 

The natural problems and influences of an isolated 
area are not limited to environmental sanitation and 
animal diseases related to man but also include special 
adjustments to climate, nutrition, and safety. Whether 
it be a farm or mining community, to use just two 
examples, the desire for proper health education 
seems to be the element making these particular loca- 
tions warrant special medical study. Until people 
become aware of a scientific total medical care pro- 
gram, they may be susceptible to any unreliable and 
unscientific advice that offers relief of aches and pains. 
They are equally subject to the propaganda of or- 


1. Overholt, B. M.: Role of Organized Medicine in Development of 
Rural Health Plans, Am. J. Pub. Health 46: 994-997 (Aug.) 1956. 
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ganizations that capitalize on remoteness and keep 
from them those advances in health and sanitation 
that would benefit their mode of living. 

Rural health is not a misnomer. It is an all-inclusive 
term describing the path to a more healthful way of 
life to the citizen in the country. It is basically a lay- 
sponsored movement to help independent communi- 
ties help themselves to healthier living by obtaining 
the active participation of all concerned. First, there 
are the programs emphasizing the preventive aspects 
of health, including sanitation of the environment, 
carried out in cooperation with public health workers. 
This is the groundwork that stresses the idea of per- 
sonal protection from future illness and at the same 
time prepares the population for the acceptance of 
proper medical care when it is offered. Second, there 
is the actual providing of medical care by the recruit- 
ment of physicians, dentists, nurses, and other ancil- 
lary health personnel. These persons, despite their 
missionary spirit, must feel that they are really wanted 
and that use will be made of their skills. An example 
of the success of a rural health program appears in 
the report of Overholt and the Tennessee Medical 
Foundation.’ In this instance, existing cultural pat- 
terns of misunderstanding were overcome by provid- 
ing quality medical care and by having this better- 
ment introduced by, shared with, and then earnestly 
desired by those who were to benefit from this 
progress. 

While the physician should not claim a privileged 
position in the rural health movement, he should be 
available to serve in these ventures and to aid those 
seeking professional assistance. To solve most, if not 
all, of the health problems of any rural community in 
a manner satisfactory to the largest number of its 
people, the medical profession in addition to its co- 
operative effort must at the same time insist on self- 
help, voluntarily contributed. 


MEDICINE DISCUSSES WAR 


With tension rising and spreading in Eastern Eu- 
rope and the Middle East, the sadly neglected con- 
cept “civil defense” cannot be pushed aside in the 
United States. Again, the nation’s physicians are in the 
forefront of a continuing civil defense effort, keeping 
pace with new developments in nuclear, biological, and 
chemical warfare in order that they may better serve 
their community and nation in case of attack. 

The degree to which civil defense also is a personal 
matter to physicians is shown repeatedly in each year's 
hurricanes, floods, fires, and tornadoes—natural dis- 
asters wherein the death toll is sharply reduced only 
when local medical societies act on their civil defense 
blueprints. 

Latest developments to adjust those blueprints are 
revealed elsewhere in this issue (page 1237) from 
Washington, D. C., in “The Doctors Who Talk About 
War.” It is a report of last month’s meeting of fed- 
eral representatives with the Civil Defense Committee 
of the A. M. A. Council on National Defense. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


Like many of you, I recently received a four-page 
brochure urging the compulsory coverage of phy- 
sicians under the Old-Age and Survivors Insurance 
provisions of the Social Security Act. This brochure, 
which gives the subject a quick and easy, “once over 
lightly” treatment based on questionable facts and 
figures, is from the committee on social security for 
doctors of the Physicians Forum. 

The source of this material should immediately cast 
doubt on the accuracy and objectivity of its message. 
Most physicians will recall that the Physicians Forum 
was the only medical organization in the country that 
supported national compulsory health insurance and 
will not look kindly on any cause that it supports. 
Nevertheless, this is an issue on which there is room 
for honest differences of opinion based on facts rather 
than propaganda. The stepped-up activity of the Phy- 
sicians Forum should stimulate all members of the 
profession to learn the facts about compulsory social 
security coverage for physicians. The issue undoubted- 
ly will be coming up again in the immediate future. 

One thing I think we should keep in mind, in order 
to maintain the proper perspective, is the difference 
between this problem and an issue like the disability 
benefits enacted by Congress earlier this year in H. R. 
7225. The latter, and similar expansions that surely 
will be proposed in the future, bring the Social Se- 
curity Administration closer to regulation of medical 
care and will have a dangerous effect on the future 
shape of medical practice. 

On the other hand, the inclusion or exclusion of 
physicians under OASI, while it is vitally important 
to us as individuals, cannot in itself stimulate further 
government intrusion in the field of medical care. The 
issue is primarily one of personal philosophy, eco- 
nomics, and preferred alternatives. 

On this issue, the House of Delegates of the Amer- 
ican Medical Association has stated its opposition to 
compulsory coverage of physicians under OASI, al- 
though it has made it clear that there is no opposition 
to voluntary coverage. On the basis of all available 
evidence, this policy is in accord with the opinion of 
the majority of American physicians. For example, 
the House of Delegates, at the 1955 Boston Clinical 
Meeting, recommended that state societies poll their 


1243 


memberships on this question. The results, as reported 
at the 1956 Chicago Annual Meeting, showed that 
34 state and two territorial societies opposed com- 
pulsory coverage. Only three polls could be inter- 
preted as favoring compulsory coverage, and two of 
those were inconclusive. 

More recently, Medical Economics magazine re- 
ported in its September, 1956, issue on a nationwide 
survey of more than 10,000 self-employed physicians. 
This poll eliminated the possibility of voluntary cov- 
erage and offered a choice between compulsory cov- 
erage and no coverage. The result: 59.8% favored no 
coverage and 40.2% favored compulsory coverage. In 
my opinion, the percentage in favor of no coverage 
will become even greater if every self-employed phy- 
sician will study this issue and acquaint himself with 
the black-and-white realities of costs, benefits, and 
future probabilities. 

The majority of self-employed physicians do not 
retire. About six out of seven doctors now in the 65-75 
age group are still in private practice. It is unjust and 
unreasonable to force physicians to pay taxes into a 
system from which most of them will get little or no 
retirement benefits. It is well to remember also that 
under social security either you collect retirement 
benefits or your family collects survivors’ benefits. It 
cannot be both. It has to be one or the other. But you 
as a self-employed physician are not likely ever to see 
the retirement checks. And the facts show that you 
can get much better, sounder, and cheaper protection 
for your family through private insurance companies 
than you can through social security taxes. This is 
especially true for younger physicians. 

As one last suggestion, I urge you to read and re- 
read the two articles on this subject by Drs. Webster 
and Coffey that appeared in the Sept. 15 and 22, 1956, 
issues of THE JouRNAL. There you will find an exhaus- 
tive collection of facts, figures, and examples that will 
help you make a decision based on knowledge rather 
than propaganda. Your decision and that of your pro- 
fessional colleagues—made known in your county and 
state medical societies—will determine the future 
policy of your House of Delegates in the American 
Medical Association. 

Dwicut H. Murray, M.D., Napa, Calif. 
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MEDICAL NEWS 


CALIFORNIA 


Hospital News.—Construction has started on a $500,000 addition 
to the department of diagnostic radiology at Cedars of Lebanon 
Hospital, Los Angeles. The expanded facilities will enable the 
hospital to increase its x-ray service. A conveyor system from the 
x-ray rooms to the darkrooms for development and to the doctors’ 
rooms for viewing and consultation will expedite the service. 


Fatal Case of Plague Reported.—According to the state depart- 
ment of public health, California’s first known case of bubonic 
plague in man since 1947 resulted in the death June 25 of a 43- 
year-old retired Navy chief petty officer, nine days after his ap- 
parent exposure to infected fleas while he was on an outing in 
Lockwood Valley and Sespe Gorge areas of Ventura County. An 
investigation by local and state health departments disclosed a 
number of mummified squirrels and rabbits in the area where 
the man had walked from his car to do target shooting at a de- 
serted farm. Tests by the state department of public health 
laboratory confirmed the case as plague resulting from a virulent 
strain of Pasteurella pestis. 


CONNECTICUT 


Phi Delta Epsilon Lecture.—The Alpha Rho chapter of the Phi 
Delta Epsilon fraternity at Yale University School of Medicine, 
New Haven, will hold its 11th annual lectureship in Yale Medical 
Center, Nov. 28. The guest speaker, Dr. Gustave J. Dammin, 
chief pathologist, Peter Bent Brigham Hospital, Boston, will 
discuss “Current Studies on the Survival of Skin Homografts.” 


Annual Clinical Congress.—The 31st Connecticut Clinical Con- 
gress of the Connecticut State Medical Society and the Yale 
University School of Medicine, New Haven, will convene at the 
Hotel Statler, Hartford, Dec. 5-6. Dr. Dwight H. Murray, Napa, 
Calif., President of the American Medical Association, will de- 
liver the dinner address Thursday, 7 p. m. Registration admitting 
to all sessions will be $5. Medical students, interns, and residents 
will be the guests of the congress, if properly certified. In the 
ballroom Wednesday morning, “Coronary Artery Disease—Physi- 
ologic Concepts—Surgical Operation” will be presented by Dr. 
Claude S. Beck, Cleveland, and “Treatment of Carcinoma of the 
Cervix” by Dr. Howard C. Taylor Jr., New York. Simultaneously 
in the Boston room “Modern Treatment of Leukemias and 
Lymphomas” will be the topic of Dr. William Dameshek, Boston, 
and “Streptococcal Infections—Their Management and the Pre- 
vention of Complications” that of Dr. Benedict F. Massell, 
Boston. Luncheon in the ballroom will be preceded by a clini- 
copathological conference conducted by Dr. Joseph E. Flynn, 
Columbia, Mo., with Dr. Damashek as discussant, and will be 
followed by a panel on the management of myocardial infarc- 
tion, with Drs. Charles K. Friedberg and Irving S. Wright, New 
York, as collaborators and Dr. Beck as discussant. At 3:15 p. m. 
the Hezekiah Beardsley Pediatric Society will present “Bilirubin: 
A Toxic Substance” by Dr. Richard L. Day, Brooklyn, in the ball- 
room; “The Therapeutic Team in Child Psychiatry” by Dr. 
I. Peter Glauber, New York, a program arranged by the Connecti- 
cut Society for Psychiatry and Neurology will be offered in the 
Boston-Buffalo rooms; and “Radio-Active Fall Out” will be dis- 
cussed by Gordon M. Dunning, Washington, D. C., in the New 
York-Washington rooms. The Thursday morning program will 
include “An Evaluation of the New Oral Sulfonyl-Urea Drugs 
in Diabetes Mellitus” by Dr. Max Miller, Cleveland, and “Treat- 
ment of Nausea” by Dr. Stewart G. Wolf Jr., Oklahoma City 
(ballroom ), and “Diagnosis of the Acute Abdomen in Children” 
by Dr. Orvar Swenson, Boston, and “Management of Urinary 
Tract Infections” by J. Hartwell Harrison, Boston ( Boston room ). 
Luncheon in the ballroom will be preceded by a clinicopatho- 
logical conference conducted by Dr. Harry M. Zimmerman, New 
York, with Dr. Miller as discussant, and will be followed by a 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


panel on “Gastric Ulcer: Medical Versus Surgical Management,” 
on which Drs. Chester M. Jones and Francis D. Moore, Boston, 
will serve as participants and Dr. Wolf as discussant. The scien- 
tific sessions will end with “Medical Care Plan for Dependents of 
Military Personnel” (speaker to be announced ). 


DELAWARE 


Research at State Hospital.—A research division that will func- 
tion as an independent unit at the Delaware State Hospital, 
Farnhurst, was recently initiated. Dr. Fritz A. Freyhan, clinical 
director of the hospital, has been appointed director of research, 
The following projects have been approved: (1) a clinical- 
sociological study of schizophrenia in Delaware; (2) clinical in- 
vestigations of the effectiveness of neuroleptic drugs; (3) the 
effectiveness of intensive psychotherapy in patients with chronic 
schizophrenic psychoses; and (4) cerebral blood flow and metab- 
olism in psychiatric disorders (for which the National Institute 
of Mental Health has awarded a grant of $23,500 for a five-year 
period). The other projects will be financed from a special re- 
search fund appropriated by the state legislature. 


FLORIDA 


Geriatric Seminar at Sarasota.—The Sarasota and Manatee county 
medical societies and the Manasota Medical Foundation will pre- 
sent a Geriatric Seminar, Dec. 3-7, at the Orange Blossom Hotel, 
Sarasota. The seminar is approved for credit for postgraduate 
study by the American Board of General Practice. Drs. Hal M. 
Davison, Harold P. McDonald, Alva H. Letton, and T. Sterling 
Claiborne, Atlanta, Ga., will discuss a wide range of topics, in- 
cluding allergy in the aged, gallbladder disease, cardiac irregu- 
larities, coronary arteriosclerosis and thrombosis, cancer of the 
thyroid, teaching of psychosomatics, gastrointestinal and geni- 
tourinary disturbances, prostatic obstruction, and nutrition. There 
is no registration fee. 


ILLINOIS 


Pathologists Meet in Springfield.—The Illinois Society of Pathol- 
ogists will hold its fall meeting Dec. 1 at St. Johns Hospital in 
Springfield, under the presidency of Dr. Dennis B. Dorsey, Dan- 
ville. A slide seminar, 9 a. m., will have as moderator Dr. Grant 
C. Johnson, Springfield, and as panel members Drs. Harold D. 
Palmer, Springfield, and Paul E. Steiner and Mark C. Wheelock, 
Chicago. A luncheon and business meeting are scheduled for 
1 p. m. 


Clinics for Crippled Children.—The University of Illinois division 

of services for crippled children has scheduled the following clin- 

ics to which any private physician may refer children for consult- 

ative services: 

Nov. 27, Effingham (rheumatic fever), St. Anthony’s Emergency Hospital; 
Peoria, Children’s Hospital. 

Nov. 28, Aurora, Copley Memorial Hospital; Springfield (cerebral palsy), 
Memorial Hospital. 


Nov. 29, Decatur, Decatur and Macon County Hospital. 
Nov. 30, Chicago Heights (cardiac), St. James Hospital. 


Chicago 

Lecture on Cardiac Lesions.—The South Chicago branch of the 
Chicago Medical Society in cooperation with the Chicago Heart 
Association will present “Recognition of Common Cardiac Le- 
sions” by Dr. Peter J. Talso, associate professor of medicine and 
assistant chairman, department of medicine, Stritch School of 
Medicine of Loyola University, Nov. 27 at 9 p. m. Audience par- 
ticipation and a social hour will follow the lecture, which will be 
delivered at the Illinois Central Hospital (cafeteria), 5800 Stony 
Island Ave. (phone: MIdway 3-9200). 


Kaplan Lecture in Neuropsychiatry.—The Phi Delta Epsilon 
Foundation of Chicago announces that the 1956 Dr. Leo A. Kap- 
lan Second Annual Lecture in Neuropsychiatry, “Influence of 
Psychosomatic Concepts on General Medicine,” will be delivered 
by Dr. Theodore Lidz, professor of psychiatry, Yale University 
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School of Medicine, and psychiatrist-in-chief, Yale Psychiatric 
Institute, New Haven, Conn. Dr. Lidz, who is president-elect of 
the American Psychosomatic Society, will speak at the Drake 
Hotel, Nov. 29, 8 p. m. All physicians and interested persons are 
invited. 


MASSACHUSETTS 

Personal.—Dr. John M. Kinney, senior assistant resident surgeon, 
Peter Bent Brigham Hospital, Boston, has received the second 
annual Mead Johnson Award for Graduate Training in Surgery. 
The award, made through the scholarships committee of the 
American College of Surgeons, provides $3,000 annually for a 
three-year period. Dr. Kinney’s studies are concerned with 
methods that could be utilized postoperatively either to increase 
the level of conversion of carbohydrates into energy or to provide 
increased amounts of carbohydrates for the metabolic process. 


MICHIGAN 

Dr. Karsner to Give Weller Lecture.—The Michigan Pathological 
Society has announced the establishment of the Carl V. Weller 
Lectureship in recognition of the contributions made by Dr. 
Weller in the fields of pathology and clinical pathology. The first 
lecture will be given in Ann Arbor, Dec. 8, by Dr. Howard T. 
Karsner, Washington, D. C., medical advisor to the Navy. 


Personal.—Donald G. Marquis, Ph.D., chairman, department of 
psychology, University of Michigan, Ann Arbor, has been ap- 
pointed a member of the National Advisory Mental Health 
Council, the surgeon general, U. S. Public Health Service, has 
announced. This council advises and makes recommendations to 
the surgeon general regarding activities of the National Institute 
of Mental Health. 


MINNESOTA 

Personal.—Dr. Edward A. Meyerding, St. Paul, executive secre- 
tary, Minnesota Tuberculosis and Health Association, has been 
awarded the William G. Anderson service award by the Ameri- 
can Association for Health, Physical Education, and Recreation 
for his work in developing better health programs and environ- 
ment for Minnesota school children. Dr. Meyerding’s public 
health career began in 1909 with his appointment as director of 
hygiene of the St. Paul public schools. 


NEW JERSEY 

Society News.—The New Jersey Orthopedic Society recently 
elected Dr. Bernard M. Halbstein, Long Branch, president; Dr. 
Harold T. Hansen, South Orange, president-elect; Dr. Otto 
Lehmann, Long Branch, secretary, and Dr. John M. Naame, 
Atlantic City, treasurer. 


NEW YORK 

Meeting on Industrial Medicine.—The New York State Society of 
Industrial Medicine, will hold its annual meeting at the Hotel 
Roosevelt, New York City, Dec. 6, 4:30 p. m. “Radioactivity and 
Its Applications, with Particular Reference to Industry” will be 
discussed by Samuel A. Lough, Ph.D., deputy director, health 
and safety laboratory, Atomic Energy Commission; “Radioactive 
Fall-Out” by John H. Harley, Ph.D., chief, analytical branch, 
health and safety laboratory, AEC; and “Biologic Effects of 
Radiation” by Henry A. Blair, Ph.D., director, atomic energy 
project, University of Rochester School of Medicine and Den- 
tistry. Cocktails and dinner are scheduled for 7 p. m. Requests 
for reservations should be sent to Dr. Harry E. Tebrock, New 
York State Society of Industrial Medicine, 1740 Broadway, 14th 
Floor, New York 19. 


New York City 

Conference on Mental Hygiene.—All directors of clinical labora- 
tories and senior pathologists of the New York State Department 
of Mental Hygiene have been invited to participate in a one-day 
conference at the New York State Psychiatric Institute, Nov. 30, 
9 a. m.-5 p. m. The program will feature a neuropathological sem- 
inar on diagnostic problems and unusual neuropathological con- 
ditions; a symposium on liver pathology in relation to recently 
used pharmacological therapy in mental disorders; and a series 
of scientific papers on clinical-pathological reports. 
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NORTH CAROLINA 


Annual Gaston Symposium.—Dr. Nicholson J. Eastman, professor 
of obstetrics and director of the department of obstetrics at Johns 
Hopkins University School of Medicine and obstetrician-in-chief 
at Johns Hopkins Hospital, Baltimore, will be the guest speaker 
for the fifth annual Gaston Memorial Hospital Symposium in Gas- 
tonia, Nov. 28. Dr. Eastman will speak at 4 p. m. on “Apnea 
Neonatorum.” His topic for the evening meeting will be “Ma- 
ternity Care in Global Perspective.” All sessions will be held at 
the Masonic Temple. 


OHIO 


Grant for Leukemia Study.—The John A. Hartford Foundation 
has made a grant of $162,075 to the Toledo Hospital for a three- 
year study of the causes and treatment of leukemia. The study 
will be conducted under the direction of Dr. Bernhard Steinberg, 
director, Toledo Hospital Institute of Medical Research, in ccn- 
junction with a group consisting in part of a clinical hematologist, 
Dr. Muvaftak A. Atamer, and a biochemist, Leon Libenson, Ph.D. 
The investigation is a transference of the basic research done at 
the institute for the past 11 years. 


Seminar on Obstetrics and Gynecology.—The Southwestern Ohio 
Society of General Physicians in collaboration with the Cincinnati 
Obstetrical and Gynecological Society and the University of Cin- 
cinnati College of Medicine, offers a seminar on obstetric and 
gynecologic problems Nov. 26, in the medical school auditorium 
(emergency call answering service, AVon 1-2568). Among the 
topics to be discussed are bleeding in early and late pregnancy 
and after delivery; management of prolapse of cord and of con- 
vulsions; amniotic fluid embolism; aspiration during anesthesia; 
abnormal vaginal bleeding before menopause and postmenopaus- 
al bleeding; and pelvic pain. A question-and-answer period is 
scheduled for 3:15 p. m. 


OREGON 

Society News.—Dr. Herman A. Dickel, Portland, president-elect 
of the Multnomah County Medical Society, was recently elected 
charter president of the Portland Psychiatrists in Private Prac- 
tice, an organization designed to study the situations, informa- 
tion, and problems incidental to the private practice of 
psychiatry. Other charter officers are Drs. Siegfried R. Berthels- 
dorf, Portland, secretary-treasurer, and DeWitt C. Burkes, Port- 
land, executive committee member. . 


Course on Allergy.—A postgraduate course on allergy will be 
given Dec. 3-5 in the auditorium of the University of Oregon 
Medical School, Portland, under the sponsorship of the division 
of allergy of the medical school, the Allergy Society of Oregon, 
and the American Foundation for Allergic Diseases. Guest lec- 
turers will be Dr. Ethan A. Brown, assistant professor of pedi- 
atrics, Tufts College Medical School, Boston, president of the 
American College of Allergists, and editor of the Annals of Al- 
lergy, and Dr. Orval R. Withers, associate clinical professor of 
medicine. The program will include round-table discussions and 
clinical demonstrations. Enrollment is unlimited, with a tuition 
fee of $25 for the course. Eighteen hours of Category I credit 
will be allowed by the American Academy of General Practice. 


PENNSYLVANIA 


Philadelphia 

Ex Residents’ Dinner.—The annual dinner of the Philadelphia 
General Hospital Ex Residents’ Association will be held at the 
Penn-Sherwood Hotel, Dec. 4, 7 p. m. 


Dr. Parkinson Accepts Reappointment.—On the request of Presi- 
dent Robert L. Johnson, LL.D., and the executive committee of 
Temple University, Dr. William N. Parkinson has agreed to fore- 
go retirement plans as dean of the medical school and vice- 
president of the medical center and to accept reappointment in 
this dual capacity for an additional three-year period. The request 
on the part of university officials was prompted in part by the 
current extensive 12 million dollar expansion program at the 
medical center. Dr. Parkinson, who came to the medical school 
as associate dean in 1926, has been dean since 1929. 
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TENNESSEE 


Personal —-John P. Quigley, Ph.D., Memphis, has been appointed 


by the surgeon general to serve as a member of the selection 
committee for the senior research fellowships granted by the 
National Institutes of Health. 


Convulsive Seizure Clinic.—The University of Tennessee College 
of Medicine, Memphis, has opened a Children’s Convulsive 
Seizure Clinic in the Pediatric Clinic of the John Gaston Hospital 
under the direction of Dr. James G. Hughes, professor of pedi- 
atrics. The new clinic, limited to patients of the hospital’s out- 
patient department, will provide comprehensive diagnosis and 
treatment for children with convulsive seizures and undertake 
intensive study of the affected children. 


TEXAS 


New Regulations on Radiation Exposure.--The Texas State Board 
of Health has adopted new regulations on radiation exposure, 
which became effective Sept. 1. The state health commissioner, 
Dr. Henry A. Holle, Austin, states that these regulations are 
consistent with the National Committee on Radiation Protection 
report, which was prepared on request from representatives of 
the American College of Radiology, the American Medical Asso- 
ciation, and the U. S. Public Health Service. The following 
points summarize the principal aspects of these regulations: 1. It 
requires registration of all radioactive materials and radiation- 
producing machines, such as x-ray equipment, within 30 days of 
commencement of use. 2. It establishes certain definitions, termi- 
nology, and official radiation symbols. 3. It establishes standards 
for air, water, and other environment. 4. It requires designation 
of a responsible person to be in charge of radiological safety pro- 
grams. 5. It requires personnel monitoring and maintenance of 
records and reports under certain specified conditions. 6, It re- 
quires labeling of hazardous material and identification of areas 
where radioactive material is stored. 7. It requires permission 
prior to dumping or burying of radioactive wastes. 8. It requires 
reporting of accidental release of radioactive material that leaves 
premises of the user. 9. It requires reporting of accidental ex- 
posures received by a person when dose exceeds five times the 
permissible amount. 10. It allows certain specified exemptions. 
These regulations do not apply to the kind or amount of radia- 
tion that may be applied to a person for diagnostic or thera- 
peutic purposes by or under the direction of a physician or 
dentist. 


WASHINGTON 


State Medical Election.—Officers of the Washington State Medi- 
cal Association include Dr. James H. Berge, Seattle, president; 
Dr. Milo T. Harris, Spokane, president-elect; Dr. Walter C. 
Moren, Bellingham, vice-president; Dr. Frederick A. Tucker, 
Seattle, secretary-treasurer; and Mr. Ralph W. Neill, Seattle, 


executive secretary. 


WEST VIRGINIA 


Society News.—Dr. Clark K. Sleeth, Morgantown, was recently 
installed as president of the West Virginia Heart Association; 
Dr. Lynwood D. Zinn, Clarksburg, was named vice-president; 
Dr. James H. Walker, Charleston, secretary; and Mr. R. E. 
Plott, Charleston, treasurer (reelected ). 


Panhandle Medical Jubilee.—The Eastern Panhandle Medical 
Society will celebrate its golden anniversary at a banquet at the 
Shenandoah Hotel in Martinsburg, Dec. 1. The speaker, Dr. 
Louis A. M. Krause, is professor of clinical medicine at the Uni- 
versity of Maryland School of Medicine and College of Physicians 
and Surgeons, Baltimore, and a teacher of the history of medi- 
cine. A social hour will precede the banquet, and at the conclu- 
sion of the program there will be a reception and dancing. 


Institute on Medical Practice.—An all-day postgraduate institute, 
regional meeting, sponsored by the West Virginia chapter of the 
American Academy of General Practice and the Eastern Pan- 
handle Medical Society, will be held at the Shenandoah Hotel in 
Martinsburg, Dec. 2. The lecturers have been voted best in their 
respective categories, or as best all-around lecturers, by the sen- 
iors in the medical schools represented on the program: 
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Diagnosis and Treatment of Sciatica, Dr. Bernard J. Alpers, professor of 
neurology, Jefferson Medical College of Philadelphia. 

Poisoning in Children, Dr. John E. Bradley, professor of pediatrics, Uni- 
versity of Maryland School of Medicine and College of Physicians and 
Surgeons, Baltimore. 

Subject to be supplied, Dr. Robert J. O. Coffey, professor of surgery, 
Georgetown University School of Medicine, Washington, D. C. 

Subject to be supplied, Dr. Eleanor Delfs, associate professor of obstetrics, 
Johns Hopkins University School of Medicine, Baltimore. 

Obesity, Dr. William Parson, professor of internal medicine, University of 
Virginia School of Medicine, Charlottesville, Va. 

A Rational and Aggressive Plan for the Management of Acute Upper Gastro- 
intestinal Hemorrhage, Dr. Charles M. Thompson, professor of medicine 
and head, department of gastroenterology, Hahnemann Medical College 
and Hospital of Philadelphia. 

Modern Concepts of Toxemias of Pregnancy, Dr. Washington C. Winn, 
professor of clinical obstetrics and associate professor of clinical gynecol- 
ogy, Medical College of Virginia, Richmond, Va. 


WISCONSIN 


Personal._Edmund Fitzgerald, Ph.B., LL.D., president, North- 
western Mutual Life Insurance Company, Milwaukee, has been 
appointed to serve on the National Advisory Health Council, the 
surgeon general, U. S. Public Health Service, announced Oct. 19. 
The council is composed of 12 nonfederal leaders in medical 
science and public affairs, with ex officio members from the De- 
partment of Defense and the Veterans’ Administration. On the 
council’s recommendation, the surgeon general awards grants to 
scientists in hospitals, universities, and other nonfederal institu- 
tions conducting research. 


Symposium on Immunology.—The Milwaukee Academy of Med- 
icine will present an all-day symposium on immunology at Mar- 
quette University, Brooks Memorial Union, Dec. 1. The faculty 
will include Drs. Frank J. Dixon Jr., University of Pittsburgh 
School of Medicine; Tzvee N. Harris, University of Pennsylvania 
School of Medicine, Philadelphia; William B. Sherman, Columbia 
University College of Physicians and Surgeons, New York; Carl 
V. Moore, Washington University School of Medicine, St. Louis; 
and Theodore L. Squier, Marquette University School of Med- 
icine, Milwaukee. All physicians are welcome. There will be no 
registration fee. Luncheon will be served at the union. Reserva- 
tions may be secured through the Milwaukee Academy of Med- 
icine, 561 N. 15th St., Milwaukee 3. 


WYOMING 


State Medical Election.—Newly elected officers of the Wyoming 
State Medical Society include Drs. Joseph S. Hellewell, Evans- 
ton, president; Harlan B. Anderson; Casper, president-elect; 
Luther H. Wilmoth, Lander, vice-president; Benjamin Gitlitz, 
Thermopolis, secretary; and Carleton D. Anton, Sheridan, 
treasurer. 


GENERAL 


A. M. A. Seattle Clinical Meeting, Nov. 27-30.—Physicians who 
attend the Clinical Meeting in Seattle may decide which and how 
many of 21 panel discussions, 46 lectures and talks, 18 television 
clinics, 24 motion pictures, and 97 scientific exhibits they desire 
to attend. Much effort has been made to bring practical solutions 
to everyday problems with a panel discussion on office gyne- 
cology, lectures on office treatment of varicose veins and office 
treatment of mild depressions, and a motion picture on office 
management of arthritis. 

The Scientific Program starts Tuesday morning and continues 
until Friday noon at the Civic Auditorium. On Tuesday evening, 
a special showing of a motion picture “The Medical Witness” will 
be presented at the Olympic Hotel, with introductory remarks by 
C. Joseph Stetler, Director, Law Department, American Medical 
Association; David F. Maxwell, President, American Bar Asso- 
ciation; and David B. Allman, President-Elect, American Medical 
Association. 


Capps Prize for Medical Research.—The Joseph A. Capps Prize 
for Medical Research ($300), founded by Dr. and Mrs. Edwin 
R. LeCount, is being offered by the Institute of Medicine of 
Chicago for the most meritorious investigation in medicine or in 
the specialties of medicine. The investigation may be also in the 
fundamental sciences, provided the work has a definite bearing 
on a medical problem. Competition for 1956 is open to graduates 
of Chicago medical schools who completed their internship or 
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one year of laboratory work within five years before Jan. 1, 1956, 
excluding their terms of service in the armed forces. Manuscripts 
must be submitted to the Secretary of the Institute of Medicine 
of Chicago, 86 E. Randolph St., Chicago 1, not later than Dec. 
31. The mAnuscript of the prize paper, as submitted, will become 
the property of the Institute of Medicine of Chicago. 


Committee on Disaster Studies.-The committee on Disaster 
studies, of the division of anthropology and psychology, National 
Academy of Sciences—National Research Council (2101 Consti- 
tution Ave., Washington, D. C.), was established as the result 
of a request made of the academy-research council by the sur- 
geons general of the Army, the Navy, and the Air Force, that it 
“conduct a survey and study in the fields of scientific research 
and development applicable to problems which might result 
from disasters caused by enemy action.” The committee main- 
tains a clearinghouse on disaster research, publishes a roster of 
scientific personnel in the field of disaster research, and issues a 
newsletter. It makes grants to encourage research in disaster 
studies, advises with responsible officials on problems of human 
behavior in disaster, and reports on the results of disaster re- 
search. Both new reports and previously unpublished work are 
selected for publication. Members of the committee serve without 
compensation beyond their actual expenses. Activities are pres- 
ently supported by a grant from the Ford Foundation and by a 
special grant from the National Institute of Mental Health of the 
Department of Health, Education, and Welfare. Grants for the 
work of the committee are received and administered by the 
National Academy of Sciences. Established by Act of Congress 
in 1863, the academy is a private nonprofit organization of sci- 
entists dedicated to the furtherance of science and to its use for 
the general welfare. Pursuant to a request made by President 
Wilson in 1916, the academy organized the National Research 
Council. 


FOREIGN 

Swedish-American Exchange Fellowship.—The American Cancer 
Society in cooperation with the Anti-Cancer Society of Sweden 
has completed plans for a Swedish-American Exchange Fellow- 
ship program that will encourage an interchange of American 
and Swedish cancer research scientists. 


Hadassah Establishes Health Center.—Hadassah, the Women’s 
Zionist Organization of America, has announced as an eighth 
anniversary gift to the state of Israel the establishment of a 
Community Health Station, equipped to provide preventive, 
diagnostic, and curative physical and mental health services, in 
the all-Arab village of Abu Ghosh on the Jerusalem-Tel Aviv 
Highway. The new program for Abu Ghosh will include the 
dissemination of the latest information about health and sanita- 
tion, the breaking down of cultural or environmental taboos in- 
terfering with sound physical or emotional health, vaccination 
and immunization, treatment of existing physical ailments in- 
cluding dental and eye care, and the treatment of emotional ten- 
sions within the family group. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 18-20. Sec., Dr. D. G. Gill, 
State Office Bldg., Montgomery 4. 

ArkKaANnsas:® Examination and Reciprocity. Little Rock, Nov. 8-9. Sec., 
Dr. Joe Verser, Harrisburg. 

Cauirorn1a: Oral Examination for Reciprocity Applicants. Los Angeles, 
Nov. 17. Sec., Dr. Louis E. Jones, 1020 N Street, Sacramento. 

Co.orapo:* Examination. Denver, Dec. 4-5. Final date for filing application 
was Nov. 2. Sec., Dr. Samuel H. Brown, 831 Republic Bldg., Denver 2. 

Connecticut:* Examination. Hartford, Nov. 13-15. Sec., Dr. Creighton 
Barker, 160 St. Roman St., New Haven. 

DeLawanreE: Examination. Dover, Jan. 8-10. Reciprocity. Dover, Jan. 17. 
Sec., Dr. Joseph S. McDaniel, 225 So. State St., Dover. 

District or Cotums1a:* Examination. Washington, Nov. 13-14. Deputy 
Director, Mr. Paul Foley, 1740 Massachusetts Ave., N.W., Washington 6. 
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Fiornmwa:*® Examination. Miami Beach, Nov. 25-27. Sec., Dr. Homer L. 
Pearson, 901 N.W. 17th St., Miami 36. 

Ipano: Examination and Reciprocity. Boise, Jan. 7-9. Exec. Sec., Mr. 
Armand L. Bird, 364 Sonna Bidg., Boise. 

Iowa:* Examination. Des Moines, Dec. 3-5. Ex. Sec., Mr. Ronald V. Saf, 
State Office Bldg., Des Moines. 

Kansas: Examination and Endorsement. Topeka, Dec. 12-13. Sec., Dr. 
Lyle F. Schmaus, 872 New Brotherhood Bidg., Kansas City. 

Kentucky: Examination. Louisville, Dec, 10-12. Sec., Dr. Russell Teague, 
620 South Third St., Louisville 2. 

Lours1ana: Examination and Reciprocity. New Orleans, Dec. 6-8. Sec., Dr. 
Edwin H. Lawson, 930 Hibernia Bank Bldg., New Orleans 12. 

Mane: Examination and Reciprocity. Portland, Nov. 13-14. Sec., Dr. Adam 
P. Leighton, 192 State St., Portland. 

MARYLAND: Examination. Baltimore, Dec. 11-14. Sec., Dr. Lewis P. Gundry, 
1211 Cathedral St., Baltimore 1. 

Massacuusetts: Examination. Boston, Jan. 15-18. Sec., Dr. Robert C. 
Cochrane, State Office Bidg., Boston. 

Mississipri1: Reciprocity. Jackson, December. Examination. Jackson, June. 
Asst. Sec., Dr. R. N. Whitfield, Old Capitol, Jackson. 

NEBRASKA:*® Examination. Omaha, June 17-19. Director, Mr. Husted K. 
Watson, Room 1009, State Capitol Bldg., Lincoln 9. 

New Hampsnuire: Examination and Reciprocity. Concord, March 13-14. 
Sec., Dr. John S. Wheeler, 107 State House, Concord. 

New Mexico:® Examination and Reciprocity. Santa Fe, Nov. 19-20. Sec., 
Dr. R. C. Derbyshire, 227 East Palace Ave., Santa Fe. 

NortH Carouina: Reciprocity. Charlotte, Jan. 14. Asst. Sec., Mrs. Louise 
J. McNeill, 716 Professional Bldg., Raleigh. 

Nortu Dakota: Examination and Reciprocity. Grand Forks, Jan. 2-5. 
Sec., Dr. C. J. Glaspel, Grafton. 

Onto: Examination and Reciprocity. Columbus, Dec. 18-20. Sec., Dr. H. 
M. Platter, 21 West Broad Street, Columbus 15. 

Ox.LaHnoMa:® Reciprocity. Oklahoma City, Dec. 7-8. Examination. Okla- 
homa City, June 11-12. Sec., Dr. E. F. Lester, 813 Braniff Building, 
Oklahoma City. 

Orecon:* Reciprocity and Examination. Portland, January. Ex. Sec., Mr. 
Howard I. Bobbitt, 609 Failing Bldg., Portland 4. 

PENNSYLVANIA: Examination. Philadelphia, Jan. 7-10. Act. Sec., Mrs. 
Marguerite G. Steiner, Box 911, Harrisburg. 

Ruope Isitanp:*® Examination. Providence, Jan. 3-4. Administrator, Mr. 
Thomas B. Casey, 366 State Office Bldg., Providence. 

Soutn Carouina: Examination and Reciprocity. Columbia, Dec. 11-12. 
Sec., Mr. N. B. Heyward, 1329 Blanding St., Columbia. 

Soutn Daxora:® Examination. Sioux Falls, Jan. 21-22. Ex. Sec., Mr. John 
C. Foster, 300 First National Bank Bldg., Sioux Falls. 

Texas:* Examination and Reciprocity. Fort Worth, Dec. 6-8. Applications 
for reciprocity must be complete and on file at least thirty days prior to 
the December meeting, and applications for examination must be com- 
plete and on file at least ten days prior to the meeting date. Sec., Dr. 
M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

Uran: Reciprocity. Salt Lake City, Nov. 20. Examination. Salt Lake City, 
July 11-13. Director, Mr. Frank E. Lees, 324 State Capitol Bldg., Salt 
Lake City 1. 

Vermont: Examination and Reciprocity. Burlington, Jan. 30, Feb. 1. Sec., 
Dr. F. J. Lawliss, Richford. 

Vircinia: Examination and Reciprocity. Richmond, Dec. 5-7. Address: 
Secretary to the Board, 631 First St., S.W., Roanoke. 

WASHINGTON :® Examination and Reciprocity. Seattle, Jan. 14-16 and Jan. 
12. Sec., Mr. Edward C. Dohm, Olympia. 

West Viacinia: Examination. Charleston, January. Sec., Dr. Newman 
H. Dyer, State Office Building No. 3, Charleston 5. 

Wisconsin:* Reciprocity. Jan. 9. Examination. Madison, Jan. 8-10, Sec., 
Dr. Thomas W. Tormey, Jr., 1140 State Office Bldg., 1 West Wilson St., 
Madison. 

Avaska:* On application in Anchorage, Fairbanks, Juneau and other 
towns. Sec., Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 


Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, Agana. 

Hawau: Examination. Honolulu, Jan. 14-15. Sec., Dr. I. L. Tilden, 1020 
Kapiolani St., Honolulu. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Co.orapo: Examination and Reciprocity. Dec. 5-6, Lincoln and Denver. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 

Fiornma: Examination. Gainesville, Nov. 10. Sec., Dr. M. W. Emmel, Uni- 
versity of Florida, Box 340, Gainesville. 

Ox.anoMa: Examination. Oklahoma City, April 19-20. Sec., Dr. E. F. 
Lester, 813 Braniff Bidg., Oklahoma City. 

Orecon: Examination. Portland, Dec. 1. Dr. Earl M. Palett, Sec., State 
Board of Higher Education, Eugene. 

Soutn Dakota: Examination. Vermillion, Dec. 7-8. Sec., Dr. Gregg M. 
Evans, 310 E. 15th St., Yankton. 

Wasnincton: Examination. Seattle, Jan. 9-10. Sec., Mr. Edward C. Dohm, 
Olympia. 

Wisconsin: Examination. Milwaukee, Dec. 1 and April 6. Sec., Dr. W. H. 
Barber, 621 Ransom St., Ripon. 

Auaska: Examination and Reciprocity. Anchorage and Juneau, first week of 
February, April, June, August and November. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


ATOMIC ENERGY COMMISSION 


AEC Awards Research Contracts.—The U. S. Atomic Energy 
Commission has announced the award of 20 unclassified life 
science research contracts in the fields of medicine and biology 
to universities and private institutions. In the medical sciences 
eight contract renewals for one year were awarded to allow for 
continuation of research already in progress. The following new 
contracts were awarded: 

Cedars of Lebanon Hospital, Los Angeles: Chemical Studies on Connective 
Tissues of Animals Aged Prematurely by Irradiation (Assessment of 
Biochemical Age), Harry Sobel, Ph.D. 

University of Colorado, Denver: A Study of the Combined Action of Certain 
Chemical Inhibitors of Metabolism with X-Radiation and Other Ionizing 
Radiations on the Growth of Certain Transplantable Malignant Tumors, 
Richard W. Whitehead and Raymond R. Lanier. 

University of Illinois, Chicago: A Study on the Effects of Intragastric Irradi- 
ation with Beta Rays from Ruthenium!°6—Rhodium!9° jin Patients with 
Malignant Disease, Armand Littman. 


AIR FORCE 


Air Force Residency Training.—Since July 1, 1956, a total of 180 
U. S. Air Force physicians have entered residency training. Of 
this number, 154 are receiving their training in civilian hospitals 
and 26 are in training in military hospitals. At present, 23 phy- 
sicians have been approved for residency training beginning in 
1957, 14 in civilian hospitals and 9 in military hospitals. The Air 
Force has openings in almost all the clinical specialties for resi- 
dency training beginning in July, 1957. In addition, a total of 155 
Air Force physicians are taking sponsored internships, 96 in civil- 


ian hospitals and 59 in military hospitals. 


NAVY 


Rear Admiral Pugh Accepts University Position.—Rear Adm. 
Lamont Pugh, retired, surgeon general of the Navy from 1951 
to 1955, has accepted a position as university physician at 
George Washington University, Washington, D. C. In his new 
position, he will deal mostly with the ailments that may beset 
the university students. Admiral Pugh was also commanding 
officer of the Naval Medical Center at Bethesda, Md., prior to 
his recent retirement from active service. 


PUBLIC HEALTH SERVICE 
Fluoridated Water Supplies.—The Public Health Service re- 


ported on Oct. 28 a marked increase in the number of people 
drinking fluoridated water to help protect children’s teeth 
against decay. The latest tabulation shows that fluoridated 
drinking water is now furnished in this country to one-fourth 
of the people using public water supplies. During the first nine 
months of 1956, communities with a combined population of 
6 million started fluoridating their water. In 1946 fluoridation 
was used in only 12 communities with a total population of 
328,000. About 1,400 cities and towns with a total population 
of over 30 million people were using fluoridation at the end of 
September, 1956. Among the larger cities adopting this pre- 
ventive dental health measure are Chicago; Philadelphia; 
Baltimore; Washington, D. C.; Pittsburgh; Cleveland; Milwau- 
kee; San Francisco; St. Louis; and Buffalo. 


Establish Center for Aging Research.—_The Surgeon General, Dr. 
Leroy E. Burney, has announced the establishment of a Center 
for Aging Research in the National Institutes of Health, of which 
Dr. G. Halsey Hunt, at present associate chief of the Public 
Health Service bureau of medical services, has been appointed 
director. 

The new center is a part of the Public Health Service’s pro- 
gram to coordinate and accelerate all of its activities in the field 
of aging. The primary objective of the new program is to support 
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additional research into the mechanisms involved in aging. A 
first activity will be to aid universities, medical schools, and 
other research organizations in establishing comprehensive re- 
search centers on aging, to be supported in part by research 
grants from the National Institutes of Health. ‘ 

Creation of a Center for Aging Research in the Public Health 
Service is in line with the program developed by the federal 
government through the Federal Council on Aging and the mem- 
ber departments and agencies to coordinate all activities associ- 
ated with the problem of aging. 

Marion B. Folsom, Secretary of Health, Education, and Wel- 
fare, said, “There are more than 12 million people in this country 
today who are over the age of 65; by 1970, there will be more 
than 18 million. Many of our older citizens have special health 
problems. It is important that more be done to help solve these 
problems—to help older persons to greater independence and 
self-sufficiency and a life more free of disease and disability.” 


New Director of Clinical Center.—The surgeon general has an- 
nounced the assignment of Dr. Jack Masur, Washington, D. C., 
as director of the Clinical Center at the National Institutes of 
Health in Bethesda, Md. Dr. Masur, who supervised the planning 
and building of the Clinical Center, assumed his new duties Nov. 
1. The Clinical Center, which is said to be the largest facility of 
its kind in the world for research in the major diseases, was offi- 
cially opened in July, 1953, and present facilities are about to be 
expanded to permit more research in neurological and cardiac 
surgery. Nearly 5,000 patients from all over the United States 
have been admitted to the center for study and treatment. It 
is the responsibility of the director of the Clinical Center to plan 
and use the facility so that patients will receive the best in medi- 
cal care and, at the same time, the research programs will be 
carried forward with maximum effectiveness. Dr. Masur, a native 
of Augusta, Ga., entered the commissioned corps of the Public 
Health Service in 1943. Since 1951 he has been chief of the bu- 
reau of medical services in the surgeon general’s office. He is 
president of the American Association of Hospital Consultants, a 
trustee of the American Hospital Association, and a member of 
the Joint Commission on Accreditation of Hospitals. 


Four-Year Study of Cerebral Palsy and Mental Retardation.— 
Awards of more than $700,000 for a four-year study of the 
causes of cerebral palsy and mental retardation have been made 
to Yale University School of Medicine, New Haven, Conn., and 
to Brown University, Providence, R. I., the surgeon general of 
the Public Health Service has announced. These awards mark 
the beginning of a research program that, during the next 10 to 
20 years, will attempt to identify factors responsible for cerebral 
palsy, mental retardation, blindness, and deafness. 

Brown and Yale universities are the first of a dozen or more 
institutions that are expected to join this program. Yale’s grant for 
the first year is $107,799; Brown’s is $97,633. The surgeon gen- 
eral said plans contemplate that more than 1 million dollars 
yearly will be awarded to medical institutions under the program 
of the National Institute of Neurological Diseases and Blindness. 

When the full roster of participating medical institutions has 
been achieved, it is expected that more than 6,000 persons will be 
studied annually. Mothers, infants, and children will be studied 
over a period of several years. The data to be collected by the 
participating medical institutions will include complete family 
history, pregnancy and prenatal histories, a detailed account of 
events at birth, and a complete physical and psychological history 
of each child during his initial stay at the hospital. Infants who 
show signs of stress, defects in development, or neurological 
problems will be selected for follow-up and will receive periodic 
psychological and neurological examinations. It is expected that 
these studies will clarify the role of heredity, brain injury and 
brain hemorrhage, lack of oxygen, difficulty in breathing, pre- 
natal and postnatal infections, and anemia of the newborn in 
the development of neurological disorders. 

The National Institute of Neurological Diseases and Blindness 
of the National Institutes of Health will analyze all data obtained 
by the cooperating medical centers and will submit the findings 
to each participating institution. The study at the Yale University 
School of Medicine will be under the general direction of Dr. 
Gilbert H. Glaser, and the project at Brown University will be 
directed by Dr. Eric Denhoff. 
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DEATHS 


Elliott, B. Landis ®@ Kansas City, Mo.; born in St. Louis Dec. 18, 
1890; Washington University School of Medicine, St. Louis, 1919; 
associate clinical professor of medicine (neurology) at the Uni- 
versity of Kansas School of Medicine, Kansas City, Kansas; spe- 
cialist certified by the American Board of Psychiatry and Neurol- 
ogy; past-president of the Jackson County Medical Society, and 
in 1942 received that organization’s merit award for outstanding 
service to the Community Health League of Missouri; in 1936 
vice-president of the Central Neuropsychiatric Association; in 
1931 secretary, and in 1932 president, of the Missouri-Kansas 
Neuropsychiatric Society; vice-chairman, Section on Nervous and 
Mental Diseases, 1936-1937, American Medical Association; fel- 
low of the American Psychiatric Association; member of the Kan- 
sas City Academy of Medicine, Kansas City Southwest Clinical 
Society, and the Missouri Society for Neurology and Psychiatry; 
served as chief of staff, St. Joseph Hospital, and head of the psy- 
chiatric department, St. Mary’s Hospital; member of the staffs at 
St. Luke’s, Trinity Lutheran, Menorah, Neurological, Research, 
and Kansas City General hospitals; in 1920 wa: with the Red 
Cross in Finland, and for this service was award: the Order of 
the White Rose by the government of Finland; died in Lisbon, 
Portugal, Sept. 8, aged 65, of coronary thrombosis, while on a va- 
cation in Europe. 


Walsh, Jeremiah Henry © Corning, N. Y.; born in Curtis, N. Y., 
Aug. 6, 1870; Niagara University Medical Department, Buffalo, 
1894; an associate member of the American Medical Association, 
serving as a member of its House of Delegates from 1917 to 1924, 
a trustee from 1924 to 1933, and for many years secretary of the 
Board of Trustees; president of the Chicago Medical Society, 
1924-1925; member of the Illinois State Medical Society; for 
many years practiced in Chicago, attending surgeon at the City 
of Chicago Municipal Tuberculosis Sanitarium, St. Anne’s Hos- 
pital, and Norwegian-American Hospital, and consulting surgeon, 
St. Anthony de Padua Hospital; during World War I member of 
the exemption board, Selective Service; at one time a member of 
the board of education of Chicago; died Oct. 12, aged 86, of 


arteriosclerosis. 


Muller, Henry Richard, Pittsfield, Mass.; Cornell University Med- 
ical College, New York City, 1913; at one time taught pathology 
at Johns Hopkins University in Baltimore; formerly associated 
with the Rockefeller Institute in New York City; served on the 
staffs of St. Luke’s Hospital in Cleveland, Vassar Brothers Hos- 
pital in Poughkeepsie, N. Y., and the Doctors Hospital in New 
York City; on the staffs of the W. B. Plunkett Memorial Hospital 
in Adams and the Hillcrest Hospital, where he died Aug. 18, 
aged 69, of prolonged effects of injuries received in an automobile 
accident. 


Alexander, Joseph H. @ Zavalla, Texas; Memphis (Tenn.) Hos- 
pital Medical College, 1891; an honorary staff member of An- 
gelina County Hospital and Memorial Hospital, Lufkin; exam- 
ining surgeon for the Southern Pacific Lines in Texas and 
Louisiana; died in Cleveland Aug. 25, aged 86, of coronary 
thrombosis. 


Arkin, Archie Abraham © Des Moines, lowa; University of Man- 
itoba Faculty of Medicine, Winnipeg, Manitoba, Canada, 1932; 
member of the American Academy of General Practice; on the 
staffs of Mercy and Iowa Lutheran hospitals; died in St. Mary’s 
Hospital, Rochester, Minn., Aug. 14, aged 55, of pulmonary 
edema and myocardial infarction. 


Baker, Cecil Heber ® St. Louis; St. Louis University School of 

Medicine, 1910; veteran of World War I; on the staff of the 

— Hospital; died Sept. 4, aged 69, of coronary throm- 
sis. 


Barrett, Van F. ® Lakeview, Ohio; Western Reserve University 
Medical Department, Cleveland, 1895; died in the Mary Rutan 
Hospital, Bellefontaine, Aug. 31, aged 87, of coronary throm- 


@ Indicates Member of the American Medical Association. 


Bentley, Norman Philip @ St. Paul; Syracuse University College 
of Medicine, Syracuse, N. Y., 1909; member of the American 
Academy of General Practice; veteran of World War I; died 
Aug. 6, aged 68, of carcinoma of the lung. 


Borow, Henry @ Bound Brook, N. J.; University of Arkansas 
School of Medicine, Little Rock, 1931; one of the founders and 
staff member of the Bound Brook Hospital, where he was a 
member of the board and where he died Sept. 9, aged 51, of 
lymphosarcoma. 


Carter, Ross Stagg, San Diego, Calif.; Johns Hopkins University 
School of Medicine, Baltimore, 1910; past-president of the San 
Diego County Medical Society; died Aug. 26, aged 73, of pul- 
monary emphysema and heart disease. 


Collinson, Thomas Jefferson © Tupper Lake, N. Y.; Queen's 
University Faculty of Medicine, Kingston, Ontario, Canada, 
1908; died in the Royal Victoria Hospital, Montreal, Quebec, 
Canada, Aug. 14, aged 73, of myocardial infarction. 


Curtis, Stephen Horace @ Troy, N. Y.; Albany (N. Y.) Medical 
College, 1915; in 1946 member of the House of Delegates of the 
American Medical Association; member of the American Society 
of Clinical Pathologists; fellow of the American College of Phy- 
sicians; on the staffs of the Leonard and Samaritan hospitals; 
died Aug. 20, aged 62, of coronary occlusion. 


Devol, Edmund, New York City; New York Homeopathic Med- 
ical College and Hospital, New York City, 1896; an associate 
member of the American Medical Association; died in the Roose- 
velt Hospital Aug. 28, aged 83. 


Doran, William Thomas, New York City; Long Island College 
Hospital, Brooklyn, 1905; fellow of the American College of 
Surgeons; formerly on the faculty of University and Bellevue 
Hospital Medical College; an associate member of the American 
Medical Association; surgical director of Columbus Hospital; for 
many years on the staff of Bellevue Hospital; died in the Metro- 
politan Hospital Sept. 10, aged 78, of injuries received in an 
automobile accident. 


Douglas, George R. @ Valparaiso, Ind.; the Hahnemann Medical 
College and Hospital, Chicago, 1901; for many years county 
health officer; served as health officer of Valparaiso; past-presi- 
dent of the Porter County Medical Society; on the staff of the 
Porter Memorial Hospital, where he died July 8, aged 82, of 
coronary occlusion. 


Duggan, LeRoy Bates © Houston, Texas; University of Texas 
School of Medicine, Galveston, 1928; clinical associate professor 
of medicine, Baylor University College of Medicine; specialist 
certified by the American Board of Internal Medicine; member 
of the American College of Gastroenterology and the American 
Psychosomatic Society; fellow of the American College of 
Physicians; veteran of World War II; on the staff of Hermann 
Hospital, where he died Aug. 27, aged 55. 


Foster, Daniel Parsons, Detroit; Harvard Medical School, Boston, 
1922; specialist certified by the American Board of Internal Medi- 
cine; fellow of the American College of Physicians; an associate 
member of the American Medical Association; for many years 
head of the division of metabolic diseases at Henry Ford Hospital, 
where he died Aug. 21, aged 64, of bronchopneumonia. 

Foust, Earl Harland ® Eustis, Fla.; University of Michigan De- 
partment of Medicine and Surgery, Ann Arbor, 1904; member of 
the Michigan State Medical Society; died Aug. 27, aged 78, of 
pneumonia. 


Ginsburg, Abraham ® New York City; Long Island College Hos- 
pital, Brooklyn, 1910; veteran of World War II; died Aug. 23, 
aged 68. 


Glass, Bernard Robert, Napa, Calif.; Creighton University School 
of Medicine, Omaha, 1937; interned at the U. S. Marine Hospital, 
San Francisco; senior physician and surgeon on the staff of the 
Napa State Hospital in Imola; died in the Parks Victory Memorial 
Hospital Sept. 3, aged 45, of hemorrhage due to peptic ulcer. 


1249 
| | 
| 


1250 DEATHS 


Golley, Kyle Wood ®@ Baltimore; University of Maryland School 
of Medicine and College of Physicians and Surgeons, Baltimore, 
1921; on the staffs of St. Joseph’s Hospital and the Mercy Hos- 
pital, where he died Sept. 6, aged 59, of cerebral hemorrhage. 


Gordon, Adolphus Noble, Chicago; Meharry Medical College, 
Nashville, Tenn., 1894; on the staff of the Provident Hospital; 
died in the Albert Merritt Billings Hospital Sept. 22, aged 85, of 
post prostatectomy hemorrhage. 


Guajardo, Javier G., Laredo Texas (licensed in Texas in 1926), 
died Aug. 21, aged 92, of bronchopneumonia and arteriosclerotic 
heart disease. 


Hampton, John Erwin ® Newport, Tenn.; University of Tennes- 
see Medical Department, Nashville, 1902; veteran of World 
War I and the Spanish-American War; died in the Valentine- 
Shults Hospital Sept. 2, aged 78, of nephritis and heart disease. 


Hankins, Thornton Wilson ® Swoope, Va.; Medical College of 
Virginia, Richmond, 1906; died Aug. 31, aged 74, of cerebral 
embolism and arteriosclerosis. 


Hasner, Robert Bain ® Royal Oak, Mich.; Rush Medical College, 
Chicago, 1908; past-president of the Oakland County Medical 
Society; an honorary staff member of the board of Highland Park 
(Mich. ) General Hospital; served on the executive medical board 
of the William Beaumont Hospital, where he died Sept. 16, aged 
72, of cerebral thrombosis. 


Heaton, Thomas Henry ® Cambridge, Mass.; Tufts College Med- 
ical School, Boston, 1898; died Aug. 4, aged 81, of cerebral hem- 
orrhage. 


Henry, Albert Cleaver ® Wickford, R. I.; Hahnemann Medical 
College and Hospital of Philadelphia, 1930; past-president of the 
Washington County Medical Society; served as president of the 
staff of South County Hospital in Wakefield, and the Roger 
Williams General Hospital in Providence; school physician; died 
Aug. 15, aged 52, of coronary occlusion. 


Hill, Reginald Lindsey, Lyndonville, Vt.; University of Vermont 
College of Medicine, Burlington, 1923; served as health officer; 
on the staff of the Brightlook Hospital in St. Johnsbury; died Aug. 
9, aged 57, of heart disease. 


Horrigan, Thomas Francis ® Detroit; Wayne University College 
of Medicine, Detroit, 1945; interned at the City of Detroit Re- 
ceiving Hospital; formerly a resident at the Providence Hospital; 
served in the Medical Corps, Army of the United States; on the 
staff of the Metropolitan Hospital; died in Oscoda Aug. 13, aged 
36, of coronary thrombosis. 


Howard, Isaac B. ® Williamson, Ga.; Atlanta School of Medicine, 
Atlanta, 1909; for many years member of the county board of 
education; died Aug. 10, aged 81, of coronary thrombosis. 


Howell, William Erastus ® Morristown, Tenn.; Tennessee Medi- 
cal College, Knoxville, 1903; past-president of the Tennessee 
Medical Association; died Aug 28, aged 76. 


Hubbard, Ralph George, Detroit; University of Michigan Medical 
School, Ann Arbor, 1926; an associate member of the American 
Medical Association; served on the faculty of his alma mater; on 
the staffs of the Woman's and Florence Crittenden hospitals, and 
the Mount Carmel Mercy Hospital, where he died Aug. 31, aged 
57, of arteriosclerosis. 


Jameson, Robert Emmet @ Phoenix, Ariz.; Milwaukee Medical 
College, Milwaukee, 1912; member of the Iowa State Medical 
Society; for many years practiced in Davenport, Iowa, and was 
secretary of the Scott County Medical Society; died Aug. 12, 
aged 76, of asthmatic bronchitis and emphysema. 

Jenkins, Charles Rivington, Daytona Beach, Fla.; Long Island 
College Hospital, Brooklyn, N. Y., 1899; member of the Medical 
Society of the State of New York; died July 8, aged 77, of reticu- 
lum cell sarcoma. 


Johnston, George P. ® Cheyenne, Wyo.; Medical College of 
Ohio, Cincinnati, 1891; member of the House of Delegates of 
the American Medical Association, 1903, 1917-1918, 1923, 1926- 
1929, 1931, 1933-1935, and 1937-1948; fellow of the Internation- 
al College of Surgeons and the American College of Surgeons; 
died Sept. 18, aged 93, of heart disease. 
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Jordan, Thomas Cook, Jr. ® Milledgeville, Ga.; Medical College 
of Georgia, Augusta, 1945; member of the Medical Association of 
Georgia and the American Academy of General Practice; for- 
merly an officer in the Medical Corps, Army of the United States; 
died Aug. 13, aged 39, of coronary thrombosis. 


Kaplan, Maurice Isadore ® Chicago; Washington University 
School of Medicine, St. Louis, 1910; assistant professor of radiol- 
ogy at the Chicago Medical School; member of the Radiological 
Society of North America; from 1914 to 1921 health officer, de- 
partment of health; for many years on the staff of the Mount Sinai 
Hospital, where he died Sept. 6, aged 68, of pyelonephritis and 
diabetes mellitus. 


Katzoff, Manuel, Norfolk, Va.; Baltimore Medical College, Bal- 
timore, 1906; died in the Leigh Memorial Hospital Aug. 14, aged 
71, of cancer of the stomach, 


Keating, Francis Raymond, Philadelphia; Medico-Chirurgical 
College of Philadelphia, 1905; an associate member of the Ameri- 
can Medical Association; for many years a medical referee for 
the Prudential Insurance Company; died in the Pennsylvania 
Hospital Sept. 9, aged 76, of heart disease. 


Kellogg, Frederic Sherlock, Oxford, Miss.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1897; member of 
the Medical Society of the State of Pennsylvania; an associate 
member of the American Medical Association; for many years 
practiced in Pittsburgh, where he was on the staff of the Western 
Pennsylvania Hospital; served as a member of the Lenawee 
County (Mich.) draft board; died in the Oxford Hospital July 
31, aged 84, of heart disease. 


Kidder, Frank Woodman Kinsman, Los Angeles; College of 
Physicians and Surgeons, Los Angeles, 1909; an associate mem- 
ber of the American Medical Association; specialist certified by 
the American Board of Radiology; member of the Radiological 
Society of North America and the American College of Radiolo- 
gy; died in the Hospital of the Good Samaritan Aug. 1, aged 69, 
of coronary heart disease and arteriosclerosis. 


Kirov, Konstantin Vesselin ® Chicago; Leopold Franzens-Univer- 
sitat Medizinische Fakultat, Innsbruck, Austria, 1947; died in 
the Wesley Memorial Hospital July 27, aged 33, of Hodgkin’s 
disease. 

Knoch, Norbert Henry © Glenwood Springs, Colo.; Denver and 
Gross College of Medicine, Denver, 1910; on the staffs of St. 
Joseph’s and Childrens hospitals in Denver, and the Valley View 
Hospital; died July 27, aged 67, of heart disease. 

Krieger, Henry Arthur, Madison, S. D.; Bennett Medical College, 
Chicago, 1909; died June 27, aged 74, of cerebral thrombosis and 
diabetes mellitus. 


Langley, John Wesley, Granby, Mo.; College of Medicine and 
Surgery (Physio-Medical), Chicago, 1890; died Aug. 17, aged 
89, of coronary disease. 

Lavin, Francis Charles ® Carbondale, Pa.; Georgetown Uni- 
versity School of Medicine, Washington, D. C., 1932; veteran 
of World War II; associated with St. Joseph’s Hospital, where he 
died Aug. 10, aged 50, of a heart attack. 


Leeson, Ernest Edward, Inverness, Fla.; College of Physicians 
and Surgeons of Chicago, 1894; died in the Veterans Administra- 
tion Hospital, Bay Pines, July 6, aged 84, of arteriosclerotic 
heart disease. 


Lewi, William Grant, Glendale, Calif.; Albany (N. Y.) Medical 
College, 1892; an associate member of the American Medical 
Association; member of the Medical Society of the State of New 
York; died Aug. 18, aged 86, of cerebral vascular accident. 


Llewellyn, Charles Elroy ® Richmond, Va.; Medical College of 
Virginia, Richmond, 1916; member of the American Academy of 
General Practice; on the staft of the Johnston-Willis Hospital; 
died while on a vacation, Aug. 24, aged 63, of injuries received in 
an automobile accident near Parlin, Colo. 

McClendon, John Irvin, Russell Springs, Ky.; University of Louis- 
ville Medical Department, Louisville, 1907; died Aug. 3, aged 76. 
McCracken, Earl Joseph ® Whittier, Calif.; University of Louis- 
ville (Ky.) School of Medicine, 1947; interned at the Kentucky 
Baptist Hospital in Louisville, Ky.; served in the U. S. Air Force 
Reserve; on the staff of the Beverly Community Hospital in 
Montebello; died July 17, aged 42, of arteriosclerosis. 
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McGuire, Frank James ® Guilford, Conn.; Boston University 
School of Medicine, Boston, 1937; veteran of World War II; 
served on the staff of Hospital of St. Raphael in New Haven; 
died Sept. 1, aged 46, of sarcoma of the lung. 


McKenna, Joseph Lawrence ®@ Grand Rapids, Mich.; University 
of Michigan Medical School, Ann Arbor, 1926; veteran of World 
War II; served on the staff of St. Mary’s Hospital; died Aug. 25, 
aged 54, of pulmonary embolism. 


Martin, John Reboe Bitner, Gap, Pa.; Miami Medical College, 
Cincinnati, 1903; died Aug. 21, aged 75, of acute coronary oc- 
clusion. 


Meeker, Irving Avard, Upper Montclair, N. J.; New York Homeo- 
pathic Medical College and Hospital, New York City, 1898; an 
associate member of the American Medical Association; medical 
examiner, board of education, town of Montclair; died at Colum- 
bia-Presbyterian Medical Center, New York City, Sept. 15, aged 
83, of cerebral thrombosis. 


Melchiorre, Nicholas Vincent © Philadelphia; Temple University 
School of Medicine, Philadelphia, 1930; on the staff of St. Agnes 
Hospital, where he died Aug. 28, aged 50, of acute myocardial 
infarction. 


Meyers, Lloyd Rogers, Cumberland, Md.; University of Mary- 
land School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1915; member of the Medical and Chirurgical Faculty 
of Maryland; on the staffs of the Memorial and Sacred Heart 
hospitals; died Aug. 11, aged 65, of coronary thrombosis. 


Miller, Lewis Israel ® Denver; Loyola University School of Med- 
icine, Chicago, 1918; served as president of the Colorado Hospi- 
tal Service; on the staffs of the Beth Israel, St. Anthony, and 
Childrens hospitals; died Aug. 13, aged 61, of acute coronary 
thrombosis. 


Morgan, Burnice Earl @ Asheville, N. C.; University of Tennes- 
see College of Medicine, Memphis, 1917; member of the Ameri- 
can Academy of General Practice; for many years chairman of 
the Buncombe County Board of Education; past-president of the 
Buncombe County Medical Society and of the Tenth District 
Medical Society; veteran of World War I; on the staffs of the St. 
Joseph’s, Aston Park, and the Memorial Mission hospitals; for a 
time a member of the board of trustees of Asheville-Biltimore 
College; died Aug. 14, aged 62. 

Morgan, Loftus E., Baton Rouge, La.; Trinity Medical College, 
Toronto, Ontario, Canada, 1890; died at Our Lady of the Lake 
Hospital Aug. 21, aged 91, of coronary occlusion. 


Neff, Robert Lee @ Joplin, Mo.; University Medical College of 
Kansas City, Mo., 1894; an associate member of the American 
Medical Association; fellow of the American College of Surgeons; 
on the staff of St. John’s Hospital, where he died Aug. 23, aged 
86, of coronary occlusion. 


Orton, George Lee, Rahway, N. J.; Jefferson Medical College of 
Philadelphia, 1909; an associate member of the American Medi- 
cal Association; past-president of the Union County Medical 
Society; formerly member of the board of health; on the staff of 
the Rahway Memorial Hospital of which he was a founder; died 
Aug. 11, aged 78, of coronary artery disease and heart block. 


Payne, Richard Johnson @ St. Louis; St. Louis University School 
of Medicine, St. Louis, 1913; specialist certified by the American 
Board of Otolaryngology; member of the American Academy of 
Ophthalmology and Otolaryngology; on the staffs of the Barnes, 
St. Louis Children’s, and Missouri Baptist hospitals; died Aug. 
28, aged 68, of coronary occlusion. 


Rand, Paul King, Alexandria, La.; Tulane University School of 
Medicine, New Orleans, 1913; past-president of the Louisiana 
State Medical Society, of which he was a member; veteran of 
World War I; at one time on the faculty of the University of 
Wisconsin in Madison; past chief of staff, Baptist Hospital; on 
the staff of St. Frances Cabrini Hospital; died Aug. 7, aged 68, 
of heart disease. 


Rayhill, John Wayland, Utica, N. Y.; Long Island College Hos- 
pital, Brooklyn, 1906; served on the staff of the Faxton Hospital, 
where he died Aug. 8, aged 79. 

Robinson, William Herbert, Roaring Spring, Pa.; College of 
Physicians and Surgeons, Baltimore, 1907; died in Altoona 
June 28, aged 74, of arteriosclerotic heart disease. 
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Rogers, James Virgil ® Cairo, Ga.; Emory University School of 
Medicine, Emory University, 1921; member of the Grady County 
School Board; member of the American Academy of General 
Practice; died in Thomasville Aug. 25, aged 64. 


Saunders, Robert Ritchie, Philadelphia; Jefferson Medical Col- 
lege of Philadelphia, 1892; an associate member of the American 
Medical Association; specialist certified by the American Board 
of Ophthalmology; died in the Jefferson Medical College Hos- 
pital Aug. 19, aged 84. 


Schutzman, Benjamin Maxwell, Detroit; Detroit College of 
Medicine and Surgery, Detroit, 1930; died July 24, aged 50. 


Seibert, David Allen, Los Angeles; Barnes Medical College, St. 
Louis, 1909; formerly associated with the U. S. Veterans Bureau; 
died in the Veterans Administration Hospital Aug. 7, aged 74, 
of pneumonia. 


Sharkis, David, Philadelphia; Hahnemann Medical College and 
Hospital, Philadelphia, 1932; on the staff of the Hahnemann 
Medical College and Hospital; died in the Albert Einstein Medi- 
cal Center, Northern Division, Aug. 20, aged 63, of hypertension. 


Sharp, Jacob Sevier, La Follette, Tenn.; Tennessee Medical 
College, Knoxville, 1899; died Aug. 25, aged 84, of heart disease. 


Simpson, Russell Edwin, Jr. ® Pasadena, Calif.; Stanford Uni- 
versity School of Medicine, San Francisco, 1942; member of the 
American Psychiatric Association; veteran of World War II; on 
the staff of the Collis P. and Howard Huntington Memorial Hos- 
pital; died Aug. 6, aged 40. 


Sims, Wayne Waldo Conway ® Seattle; University of Colorado 
School of Medicine, Denver, 1929; specialist certified by the 
American Board of Preventive Medicine; member of the Ameri- 
can Academy of Dermatology and Syphilology; clinical assistant 
professor of public health and preventive medicine at the Uni- 
versity of Washington School of Medicine; veteran of World War 
II; director of the venereal disease division of the Seattle-King 
County Department of Health; died Aug. 23, aged 52. 


Smiley, Henry Chandler, Redondo Beach, Calif.; Denver and 
Gross College of Medicine, Denver, 1905; formerly practiced in 
Torrance, where he organized the Torrance District Health 
Center, which he served; died in Los Angeles July 15, aged 74, 
of heart disease. 


Sneidman, George Irving ® Hartford, Conn.; Medical College 
of Virginia, Richmond, 1936; veteran of World War II; member 
of the American Academy of General Practice; on the staff of 
the Mount Sinai Hospital; died in the Hartford Hospital Aug. 
23, aged 57. 


Soper, Richard Watts, Hendersonville, N. C.; Sioux City College 
of Medicine, Sioux City, lowa, 1898; formerly on the staff of 
the Veterans Administration Hospital in Augusta, Ga.; died in 
the Swannanoa unit of the Veterans Administration Hospital in 
Oteen Sept. 1, aged 87, of carcinoma of the prostate. 


Thornton, Mary Bickings ® Philadelphia; Woman's Medical Col- 
lege of Pennsylvania, Philadelphia, 1904; emeritus professor of 
anatomy at her alma mater; member of the American Academy 
of General Practice; died in the Hospital of the Woman's Medi- 
cal College of Pennsylvania Sept. 7, aged 75. 


Thurston, Asa, Taylorsville, N. C.; University of Maryland School 
of Medicine, Baltimore, 1909; member of the Medical Society 
of the State of North Carolina; served in the state legislature; 
on the staff of the Alexander County Hospital; died in the Rowan 
Memorial Hospital, Salisbury, Aug. 24, aged 73, of arterio- 
sclerosis. 

Warinner, Junius Ernest @ Richmond, Va.; Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1916; served overseas 
during World War I; member of the Richmond Academy of 
Medicine; for many years on the staff of the Grace Hospital; 
member of the board of directors of the Richmond Memorial 
Hospital; died Sept. 4, aged 64, of a heart attack. 

Way, Lewis Richard, Traverse City, Mich.; Northwestern Uni- 
versity Medical School, Chicago, 1922; veteran of World War II; 
died July 8, aged 58, of myocardial infarction and coronary 
arteriosclerosis. 
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FOREIGN LETTERS 


BELGIUM 


Poliomyelitis.-The Minister of Public Health and Family 
appointed a permanent commission of experts in poliomyelitis to 
consider the problems concerning this disease. As compared with 
the United States, with its annual morbidity rate in the last 10 
years varying from 18 to 37 cases per 100,000 inhabitants, the 
morbidity rate during this same period in Belgium was from 3 to 
1l cases per 100,000 inhabitants. A serologic survey was con- 
ducted to determine what age groups are most susceptible as a 
guide to a rational vaccination program. 


Physicians and the Government.—The conflict between govern- 
ment and physicians reached a culmination, and the govern- 
ment’s attempt to establish socialized medicine was thwarted. 
More than 80% of the physicians refused to obey the directions 
according to which the forms of the official social insurance 
should be used. Establishing a strictly medical organization in 
opposition to the governmental organization of sickness insurance, 
the Belgian Medical Federation on Oct. 1 established the 
National Service of Physicians. The physicians have refused to 
become mere clerks. The aim of the National Service of Physi- 
cians is to assure that all persons with modest income receive the 
necessary medical care, with their personal rights taken into 
consideration. The members of this association agree to respect 
the scale of fees established by the National Medical Service. 
The beneficiaries of the National Medical Service are all persons, 
whether insured or not, whose yearly gross income does not ex- 
ceed 100,000 francs, with an increase of 25,000 francs for a wife 
and 10,000 francs for each additional dependent. By means of 
this purely medical association and without governmental inter- 
ference, the medical needs of the population will be met. 


Tuberculous Meningitis.—Durieu and co-workers reported to 
the Belgian Society of Scientific Studies that 87 patients with 
tuberculous meningitis, in 65 of whom the diagnosis was bacterio- 
logically confirmed, were given intraspinal injections of strepto- 
mycin every day for three months and then injections every two 
days for three additional months. Intramuscular injections were 
then given for six months. The patients who did not respond 
to this treatment were given suboccipital or intraventricular in- 
jections. There were 42 survivors with a follow-up period of 
two to six years. Eight patients had relapses, and 4 of these re- 
covered; 23 of the survivors were able to resume their work. 
Complete deafness was observed in 9 and severe disturbances of 
the labyrinth in 12 patients. 


FRANCE 


Hepatosiderosis in Alcoholics.—J. Lereboullet and co-workers, 
at the meeting of the Medical Society of the Hospitals of Paris 
on June 29, stated that hepatosiderosis is especially frequent in 
alcoholics (50%) and still more so in those with chronic hepatic 
cirrhosis (66%). Nevertheless, 35% of the patients with hepato- 
siderosis are not alcoholics and have livers that are histologically 
normal. The authors stress the fact that massive hepatosiderosis 
is found in an almost constant proportion of the population ir- 
respective of the presence of cirrhosis or alcoholism but occurs 
more frequently in men. Such patients also have an excess of 
ferric pigments in the spleen, pancreas, myocardium, kidneys, 
and testes. It is not known whether this represents an early 
stage of diffuse hemochromatosis. 


Idiopathic Auricular Fibrillation—Maurice and co-workers, at 
a meeting of the Medical Society of the Hospitals of Paris on 
June 15, reported a series of 90 patients with idiopathic auricu- 
lar fibrillation. The fibrillation was poorly tolerated in 85 of the 
patients in that, in addition to various functional disturbances, 
it gave rise to cardiac insufficiency in 34 patients, to left ven- 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


tricular or global hypertrophy in 57, and to electrocardiographic 
anomalies in 38. The cardiac index was generally diminished, 
and in some patients this diminution was extreme. After digitali- 
zation, stabilization with quinidine under cover of anticoagu- 
lants was attempted in 68 patients and was successful in 47. In 
most of these there was no recurrence of the fibrillation. The 
return to sinus rhythm almost invariably led to spectacular im- 
provement and almost always to a complete disappearance of 
the functional disturbances and the cardiac insufficiency and 
even of the radiological and electrocardiographic anomalies. On 
the other hand, the condition of the patients whose fibrillation 
continued generally deteriorated. It is therefore justifiable to 
make a cautious attempt to stabilize idiopathic auricular fibrilla- 
tion with quinidine. 


Brachyesophagus.—E. Roviralta, at the meeting of the Society of 
Pediatrics of Montpellier on April 23, showed that, for reasons 
principally anatomic and clinical, brachyesophagus in the nurs- 
ling is almost always acquired. Its prevention should be based 
on a periodic examination of children presenting partial thoracic 
displacement of the stomach who are undergoing medical treat- 
ment. Gastric retention should be corrected by pylorotomy or 
section of adhesions. Phrenicectomy has been used successfully 
in the hemorrhagic form. Transhiatal fixation of the cardia 
should be reserved, as a prophylactic measure, for patients in 
whom gastric drainage or paralysis of the diaphragm has failed 
or for those in whom there are special indications. 


Hypoproteinemia.—At the same meeting, J. Chaptal and co- 
workers said that hypoproteinemia in infants results in severe 
malnutrition, severe hepatic steatosis, and a decline in serum 
albumin and gamma globulin levels. Treatment is difficult, and 
the course is often unfavorable. The lack of certain amino acids 
interferes with the synthesis of many digestive, hepatic, and 
renal enzymes and gives rise to disturbances of pigmentation, 
xerophthalmia, perleche, and erythredema polyneuropathy. 
Chromatographic study of the blood and the urine demonstrates 
extreme plasma deficiency of amino acids and polyaminoaciduria 
linked apparently to an acquired enzyme disturbance of the 
renal tubule. In the course of hypoproteinemia due to hepatitis, 
a drop in the albumin level is associated with an increased 
gamma globulin level. The blood and urinary chromatograms 
show an abundance of amino acids poorly used by the altered 
liver in the plasma and a suprarenal polyaminoaciduria. In one 
patient with essential hypoproteinemia, the nitrogen balance 
was positive but inadequate. The balance was maintained only 
when 600 mg. of protein per kilogram of weight was given in- 
travenously every day. The child died of shock after a transfu- 
sion. In both deficiency hypoproteinemia and essential hypopro- 
teinemia, the protein deficiency was estimated at about 10 gm. 
of protein per kilogram of body weight. 


Renal Diabetes.—M. Bernheim and co-workers ( Pédiatrie 11:161, 
1956) state that renal diabetes is a rare constitutional disease 
characterized by glycosuria without hyperglycemia, a normal 
glucose tolerance test, and absence of any disorders in urinary 
elimination of phosphorus and amino acids, True renal diabetes 
is characterized by a lowering of the Tme (maximum tubular 
excretory capacity for glucose) and abnormal glomerular filtra- 
tion; pseudorenal diabetes occurs in subjects with a normal Tmo. 
The possibility of a transformation of zenal diabetes into diabetes 
mellitus, though improbable, requires further and prolonged ob- 
servation of the cases. 


Idiopathic Renal Acidosis.—Jeune and Charrat ( Pédiatrie 11:295, 
1956) state that idiopathic renal acidosis is of interest clinically 
because it corresponds to a certain number of cases of readily 
curable abiotrophy in infants, and theoretically because it poses 
the problem of the renal mechanisms in acidobasic regulation. 
No cause can be recognized with certainty, but one must think 
either of a particular sensitivity to vitamin D or of an immaturity 
of the renal tubules. The clinical aspect is most frequently that of 
a persistent anorexia and an arrest in growth occurring after the 
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age of 6 months, with sudden episodes of acidosis. There is a 
discrepancy between blood acidosis and urinary alkalosis. The 
latter seems to be due to the incapacity of the proximal tubules 
to reabsorb bicarbonate ions, the functions of the distal tubules 
remaining intact. 


Cystinuria.—C. A. Schiavini (Pédiatrie 11:181, 1956) states that 
modern methods of investigation of amino acid metabolism 
allow a differentiation between early cystinuria (or preferably 
lysinocystinuria) and cystinosis. Cystinosis, a rare disease, is 
recognized in infants by anorexia, arrest of growth, thirst, bouts 
of fever, and rickets, and in its late form by dwarfism, vitamin- 
resistant rickets, photophobia, and chronic renal disease. Hypo- 
phosphatemia and at times acidosis, increase of the alpha-2-glob- 
ulins, and generalized hyperaminoaciduria may be present. 


Viral Respiratory Disease.—R. Sohier and co-workers ( Pédiatrie 
11:631, 1956) studied the frequency of acute infectious bron- 
chitis and pneumonitis caused by viruses, with use of serologic 
tests for their identification. These tests included the use of cold 
agglutinins, Streptococcus MG agglutinins, and complement- 
fixation tests for the ornithosis group of viruses, A and B influenza 
virus, the adenoviruses, and Q fever. In 26 of 175 patients under 
6 years with bronchopneumonia and 23 of 61 such children 
from 6 to 15 years, the infection was due to a virus. In patients 
with other diseases positive reactions were found only in 1.1% of 
those under 6 and 3.3% of those from 6 to 15 years of age. The 
positive reactions in many cases ruled out the diagnosis that had 
been made on admission. 


Cutaneous Lesions Following BCG Vaccination.—R. Bastin and 
co-workers ( Pédiatrie 11:681, 1956) report that in two children, 
aged 3 and 3% years, a generalized exanthema developed over 
five weeks after BCG vaccination. These eruptions in the first 
child showed some similarity with polymorphous erythema, and 
in the second they had a morbilliform appearance. The first child 
had a leukocyte count of 50,000 per cubic millimeter, with a 
predominance of lymphocytes, and the second had a leukocyte 
count of 14,000, with an eosinophilia. The authors believe the 
eruptions to be due to primary infection with the BCG. 


IRELAND 


Tuberculosis.—As a result of improved treatment, the death rate 
from tuberculosis fell from 91 in 1949 to 34 in 1954 per 100,000 
population. The number of new cases reported fell from 7,552 
in 1949 to 6,266 in 1954. The health department recommends 
that young persons who show a negative reaction to the tuber- 
culin test should be offered BCG vaccination, particularly if 
they live in rural districts and wish to move into the towns or 
go abroad. Many Irish immigrants to Great Britain contract 
tuberculosis. In the last five years, 1,300 returned from Great 
Britain to be treated for tuberculosis. 


SWITZERLAND 


Chlorpromazine and the Biliary Passages.—In 3 to 5% of the pa- 
tients treated with chlorpromazine, jaundice appears. This com- 
plication is, to a certain extent, independent of the dose of the 
drug, but when it appears it is almost always in the third or 
fourth week of treatment. Its severity and duration are variable. 
The clinical findings are those of biliary obstruction, despite the 
absence of any obstruction. Errors of diagnosis are frequent and 
often lead to operative exploration, which shows the principal 
biliary passage to be empty and free of obstruction. Needle 
biopsy of the liver shows the biliary canaliculi to be gorged with 
thick, dark bile, with the formation of a kind of biliary thrombi, 
while the hepatic cells appear to be intact. The spontaneous 
course of the jaundice is toward a cure, either rapid or after 
weeks or months. The pathogenesis of chlorpromazine jaundice 
has not yet been elucidated. F. Besson (Schweiz. med. Wchnschr. 
86: 1020, 1956) concluded that chlorpromazine provokes in most 
patients a prolongation of the time of closing of the sphincter of 
Oddi, an irregular outflow of the bile in slow spurts, and a delay 
in the emptying of the gallbladder. It is therefore a matter of the 
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creation of a genuine biliary dyskinesia of a special type, similar 
to cystic dystonia or atony, which appears even after cholecystec- 
tomy. There is apparently a hypertonia of the sphincter of Oddi 
in relation to the weakness of the biliary flow. The biliary empty- 
ing is therefore almost routinely disturbed by chlorpromazine, 
but without evident effect in most patients. Clinically, this effect 
of chlorpromazine helps to explain the digestive sluggishness and 
stubborn constipation that occur so often in the course of treat- 
ment, and it is associated with the reduction of peristalsis and of 
the secretory activity of the gastrointestinal tract. 


Diuretic Effects of Certain Polysaccharides.—It appears from 
experiments made by Desaulles and Meier (Schweiz. med. 
Wcehnschr. 86: 1060, 1956) that in intact rats subjected to over- 
loading with water or saline solution, certain polysaccharides 
possess the property of inducing general diuresis and an elimina- 
tion of sodium increasing in intensity with the sodium concentra- 
tion of the overload. Potassium excretion is not modified. These 
effects are met with only in normal animals. They can be antag- 
onized by aldosterone and disappear in animals deprived of their 
adrenals. It seems unlikely that the mechanism of action of these 
substances is due to a direct effect favoring the elimination of 
salt and water and that the effect disappears as a result of the 
increase of renal elimination of sodium and the passage of in- 
creased quantities of extracellular sodium into the interior of 
the cell as a result of adrenalectomy. As these special types 
of action, observed after the injection of polysaccharides, bac- 
terial among others, cannot be reproduced with the help of any 
known hypo-physial or adrenal factor, it must be concluded 
that these effects are either the result of a complex inhibition 
of one or more of these factors or that they are due to some 
unknown factor. 


Radioactive Isotopes.—J. H. Muller ( Med. et hyg. 14: 351, 1956) 
showed that it is possible to inject strong preparations of radio- 
active zinc in the form of quasi-colloidal suspensions of an in- 
soluble sulfur into the abdominal cavity of patients affected by 
severe peritoneal carcinosis of ovarian origin. In 1949, Muller 
used radioactive gold (Au***), in a colloidal form, for intraperi- 
toneal and intrapleural injections for the same purpose. Its half- 
life of 2.69 days is ideal for applications of this kind. In 1950, the 
author extended the indication for peritoneal administration. of 
Au’ colloid (with artificial hydroperitoneum of about 400 cc. 
in patients without ascites) to all patients with ovarian cancer 
whatever their degree of operability, as a supplement to standard 
postoperative radiotherapy. This combined radiological treat- 
ment has already been applied to about 130 patients, with results 
that are proving more and more clearly favorable. In fact, in this 
group of patients, all those with operable lesions (stage 1) have 
remained free from relapses and only 20% of the patients in stage 
2 have had relapses. Intravenous injection of Au’®* colloid re- 
sults in a quasi-specific accumulation of radioactive particles 
at the level of the reticuloendothelial elements of the liver and 
the spleen. In one patient, Muller obtained, by means of 
such injections, the dramatic disappearance of an enormous 
lymphosarcomatous hepatosplenomegaly, and in various other 
patients a partial regression radiosensitive cancerous hepatic 
metastases. 


UNITED KINGDOM 


The Minister's Annual Report.—In his report on the National 
Health Service in England and Wales for 1955, the Minister of 
Health noted that the total cost of the service was 1,386 million 
dollars, an increase of 61.6 million dollars over the previous 
year. Of this sum, over 1,086 million dollars was met by the 
exchequer out of sums voted by Parliament. Only 100.8 million 
dollars was provided by contributions from the National Insur- 
ance Fund. This is equivalent to 12 cents out of each weekly 
total contribution for men, and it represents only a small fraction 
of the full weekly contributions paid by, or in respect of, insured 
persons. There is still a popular belief among the so-called work- 
ing classes that their weekly contributions to the National Insur- 
ance Fund defray the entire cost of the National Health Service, 
which many of them use so freely. The minister’s report shows 
that the contributions from the National Insurance Fund cov- 
ered only 7% of the total gross cost of the service. Other sources 
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of income were as follows: 19.6 million dollars paid by patients 
for dental treatment and dentures; 14 million dollars paid by 
patients for eyeglasses; and 13.8 million dollars paid by patients 
for drugs and appliances. This last sum is made up of the 14 
cents that must be paid by each patient on every prescription 
dispensed for him under the service. 

The hospital and specialist service costs 778.4 million dollars, 
which is just over 56% of the entire cost of the service. Hospital 
waiting lists, numbering only 453,000 persons, were the lowest 
recorded since the inauguration of the service. This decrease 
was most marked in the field of tuberculosis; the waiting list fell 
by 54% (from 3,017 to 1,387). In most areas, there are now no 
waiting lists for patients with tuberculosis. In spite of the fact 
that there was no increase in the number of hospital beds, the 
number of inpatients rose by 18,000, reaching a total of 3,600,- 
000. The striking improvement in the tuberculosis situation is 
illustrated by comparing the 1955 figures with those of 1949. In 
the latter year, there were 19,908 deaths from tuberculosis, of 
which 17,559 were respiratory; 52,041 reported cases, of which 
44,480 were respiratory; and a waiting list of 10,986. However, 
in 1955 there were only 6,492 deaths from tuberculosis, of which 
5,837 were respiratory; 38,134 reported cases, of which 33,580 
were respiratory; and a waiting list of 1,387. This vast improve- 
ment has made it possible to bring to an end the Swiss Sana- 
torium Scheme introduced in 1951 to relieve the strain on the 
sanatoriums in this country. Under that plan, 1,025 patients 
were sent to Switzerland for an average stay of six months at 
a total cost of just over 1.036 million dollars. 

The number of full-time and part-time consultants rose by 
2.1%, thus bringing the total to 6,650. These range from 801 in 
general medicine down to 44 in neurosurgery. The number of 
administrators fell by about the same percentage, but they still 
number over 28,000. The general medical service costs 147 mil- 
lion dollars. The number of principals in general practice under 
the service rose slightly, making a total of 18,832, of whom 
just under 7,000 practiced without an assistant or a partner. Of 
those in partnership, practically 10,000 were in partnerships of 
two or three, and only 289 were in partnerships of six or more. 
More than half of the assistants in general practice were 30 
years of age or under, and nine were 76 years of age and over. 
Only 1,545 general practitioners attended refresher courses dur- 
ing the year. The pharmaceutical service cost 120.4 million 
dollars. During the year, 226,116,091 prescriptions were dis- 
pensed by pharmacists; this was 7,500,000 more than in the 
previous year. The average cost per prescription was 61 cents. 
The number of spectacles supplied was 4,500,000, and about 
170,000 new and repaired hearing aids were supplied. The 
total number of persons now using hearing aids is 428,520. 


Hospital Helicopter Landing Grounds.—Four hospitals in Corn- 
wall are to have helicopter landing grounds in order to reduce 
the time taken in getting injured persons to the hospital by the 
R.A.F. Search and Rescue Service. This service, which was 
originally designed to rescue air crews that crashed in the sea, 
is now being used to an ever-increasing extent to rescue anyone 
in difficulty at sea or stranded on rocks. As Cornwall is one of 
the favorite playgrounds of England, with a coast line as noted 
for its dangers as for its beauty, every summer a number of 
persons lose or almost lose their lives in such accidents as falling 
down cliffs or getting stranded on rocks at high water. In the 
past, such persons, when rescued by helicopter, have first had 
to be taken to the helicopter base and then transferred to an 
ambulance to be taken to the hospital. 


Vivisection._The annual return of experiments on living ani- 
mals, published by the Home Office, shows that 2,476,201 ex- 
periments were performed during 1955. The number of persons 
licensed to perform such experiments was 5,161, of whom 1,443 
did not perform any during the year. About 87% of the experi- 
ments were performed without anesthetics. These consisted of 
inoculations, external applications, modifications of the animal's 
diet or environment, or the administration of a drug or toxin. In 
the study of cancer, 292 licensees performed 148,175 experi- 
ments. For public health purposes or for the diagnosis of disease, 
180,303 experiments were made; these were usually simple in- 
oculations. Over a million experiments were performed in the 
course of preparing and testing substances intended for use in 
the treatment of disease in man or animals. 


J.A.M.A., November 24, 1956 


Meals for Older Persons.—In September, 1955, a service of domi- 
ciliary meals for older persons was inaugurated in Rotherham. 
The first nine months of the service has been reported by Donald- 
son and Wales. ( M. Officer 96:93, 1956). The plan is based on the 
assumption that every home has normally a certain amount of 
staple groceries and provisions and that if these were supple- 
mented by the daily purchase of extra foodstuffs a full and 
varied diet could be provided for the patient. Of the 23 older 
persons selected for the program, all were over 80 years of age, 
lived alone, and had an income balance of less than $5.60 a 
week after the payment of rent and other weekly expenses. 
Twenty-one of the patients were housebound and 12 were 
bedfast. In each case the attendant at the home was given the 
sum of 88 cents a week with which to purchase supplementary 
food for five of the week’s dinners. She was also given specimen 
menus as a general guide in achieving a balanced diet, but the 
patients were encouraged to suggest items for dinner so that 
their individual likes and dislikes could be respected. The gen- 
eral practitioners in charge of the patients were informed and 
consulted about the diet. At the end of the first nine months of 
the program, reports were obtained from the attending physi- 
cians; these showed a general improvement in the well-being 
of the patients. During the period, a total of 3,049 meals were 


served at a cost of $732. The two great advantages of the plan 


are that it provided for the personal predilections of the older 
persons and provided this by an existing service already operat- 
ing in the home. 


Postgraduate Courses for General Practitioners.—An account of 
a conference on postgraduate courses, organized by the College 
of General Practitioners, was published in Research Newsletter 
(no. 12) of the college. The Dean of University College Hospital 
London, reported that at his hospital they had been considering 
the appointment of general practitioners to various departments 
of the hospital and medical school. They were asking general 
practitioners to attend ward rounds and discuss with the stu- 
dents how, in their practice, patients might appear to them first. 
The dean agreed with the suggestion that a general practitioner 
should serve on the appointments committee, which selects 
students for the hospital. His hospital favored the suggestion 
that there should be a chair of general practice in each medical 
school. 

Dr. J. G. McCrie, dean of the faculty of medicine at the 
University of Sheffield, reported that there were two repre- 
sentatives of the local faculty of the College of General Prac- 
titioners on the postgraduate comimittee of the university. This 
committee was responsible for arranging courses for general 
practitioners in and around Sheffield. In Sheffield it had been 
the custom for several years to provide for general practitioners, 
throughout the two winter terms, weekly ward rounds and clin- 
ical demonstrations. In response to 500 or 600 notices sent out, 
about 30 physicians usually attended. These were mostly the 
same persons each year. Evening lectures in pediatrics were 
popular. A general practitioner nominated by the local faculty 
of the college sat as a member of every selection committee. 
An arrangement was made by the professor of social medicine, 
in collaboration with the local division of the British Medical 
Association, for the attachment of final-year students to selected 
general practitioners for two weeks each. The program is vol- 
untary, but few students fail to take advantage of it. The at- 
tachment was on a nonresidential basis, and Dr. McCrie con- 
sidered that, if plans could be made that allowed for the 
student’s residing in the physician’s house, the program would 
be of much greater value. He wondered whether the setting 
up of a general practitioner unit attached to a university might 
not give a somewhat artificial view of general practice. No lec- 
tures were given in the university on general practice, but such 
questions as those about the structure of the National Health 
Service, statutory certificates, and medical ethics were included 
in the syllabus of certain classes. The local clergy have sug- 
gested that students should be instructed in cooperation with 
the clergy in the treatment of the sick. 

Dr. Charles Newman, dean of the Postgraduate School of 
London, said that for general practitioners clinical evenings had 
proved successful originally but that the same people tended 
to come every time and that eventually attendance had fallen 
off. Lectures had not been satisfactory, as general practitioners 
did not find them clinical enough. Discussion panels were useful 
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as an occasional activity, but they were not flexible enough to 
form a regular weekly feature. Lecture-demonstrations had not 
proved successful nor had general ward rounds. In the end 
the best technique had proved to be to give special demonstra- 
tions in the wards: teaching over the bed and contrasting the 
condition of one patient, such as a patient with asthma with 
consequent bronchitis, with that of another patient, such as a 
patient with bronchitis showing bronchial spasm. 

Dr. E. C. Warner, the dean of Charing Cross Hospital, de- 
scribed the plan in operation there. Students in the final six 
months of their clinical period are sent out to selected general 
practitioners for a course of instruction in general practice. A 
very important feature is that, in almost every case, the student 
lives with the physician during this time. It was found that the 
ideal period was three weeks. While the students are with the 
general practitioners, they examine as many patients as possible, 
both in the office and in the patients’ homes. The patients rarely 
objected to the presence of the student. Although at first the 
students were averse to the program, they have become enthusi- 
astic about it, and some have voluntarily arranged to stay with 
the physician for a fourth week. The cost of board and lodging 
is covered in part by the student and in part by the medical 
school. 


WORLD HEALTH ORGANIZATION 


Whooping Cough.—Although whooping cough is still often con- 
sidered to be of relatively little importance, it kills more babies 
during the first year of life than all the other common diseases 
of childhood combined (Annual Epidemiological and Vital 
Statistics Report, vol. 9, no. 6, Geneva, World Health Organ- 
ization, 1956). Deaths from whooping cough have shown a 
marked and continuous drop in the past 50 years, but the de- 
crease has been much less than that observed in the death rates 
for other communicable diseases such as diphtheria, scarlet 
fever, and measles. Moreover, the drop in mortality began be- 
fore the discovery of effective means of protection, and this 
fact has not been satisfactorily explained. Despite fewer deaths, 
the number of cases has not diminished and the disease affects 
as many people as ever. Whooping cough also appears to be 
unique among the infectious diseases, in that it usually strikes 
and kills more girls than boys. Recently there has been a rapid 
rise in reported cases of whooping cough from certain countries 
and territories, but this could be attributed to better medical 
reporting rather than to a real increase in the prevalence of the 
disease. The statistics collected indicate that whooping cough 
affects a greater proportion of young children in southern 
(Egypt, Portugal, Italy) than in northern countries. 


Accident Prevention.—The World Health Organization regional 
committee for Europe reports that, in Great Britain, 45 people 
on an average lose their lives every day as the result of acci- 
dents, 16 in some form of travel (14 on the road, 1 on the 
railways, and 1 in air or water transport), 5 at some place of 
work (2 in factories, 1 in coal mines, and 2 in farms, quarries, 
and other places of work), and 24 in and around the home (17 
inside the home and 7 in ordinary pursuits around the home). 
In the Netherlands also, traffic accidents are not the most fre- 
quent cause of accidental death. In Italy, the pattern is similar. 
The average daily accident toll is 44 killed (7 at work, 20 in 
travel, and 17 at home and elsewhere ). In Finland in 1955, 36% 
of all deaths in the age group 1 to 14 years wer due to acci- 
dents. About half of these were drownings (unlike the pattern 
in Great Britain, where drownings are rare). In Germany, acci- 
dents in the home account for more than 30% of all fatal acci- 
dents. In Yugoslavia, among hospital patients, almost 20% of 
the deaths result from accidents. Rapid industrialization in that 
country has led to a serious increase in accidents. 

In Norway, efforts are being made to reduce the number of 
drownings in open disused wells, and legislation that will make 
owners responsible has been drafted. In France during the last 
15 years or so, burns and scalds have become less frequent but 
falls out of windows and from high structures have become more 
frequent. A new and growing hazard in the home is poisoning. 
On the one hand, there are insecticides and corrosive liquids 
that are kept in many homes, particularly on farms; on the other, 
there are dangerous medicines that the manufacturers have tried 
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all too successfully to make attractive with bright wrappings, 
pretty colors, and sugar coating on the pills. In Iceland, drown- 
ing has been decreasing as a cause of death. Swimming lessons 
are compulsory, and by use of the Icelandic hot springs many 
bathing pools have been made in which even the smaller chil- 
dren are happy to test their courage and skill. Traffic accidents 
are being reduced in Austria by getting children to take part in 
controlling the traffic. In that country, children are also being 
brought into factories and other places where danger is present. 
An account was given of a large block of flats where the auto- 
matic elevator was used by children but did not cause any acci- 
dents. A committee of children was responsible for keeping it 
clean and in good running order. 

The following points were stressed: 1. Information about 


fatal accidents is much more complete and accurate than the. 


records of injuries that do not result in death. Accidental deaths 
are relatively frequent in children under 5 years of age and in 
persons over 60, 2. Fatal accidents have become relatively more 
frequent in recent years because of the decrease in deaths from 
infectious diseases. There is also an absolute increase due to 
hazards associated with increasing mechanization. 3. The avail- 
able statistics deal almost exclusively with fatal accidents, but 
the nonfatal accidents, which are perhaps 100 times as com- 
mon, give rise to a great amount of suffering, disability, and 
economic loss. 4. There is an urgent need for more intensive 
studies of nonfatal accidents, as the evidence suggests that their 
pattern differs from that of fatal accidents. For example, fatal 
injuries in the home tend to cluster around persons in the ex- 
tremes of life, but the nonfatal accidents affect principally the 
housewife and the adolescent children. 5. Special attention 
should be given to preventive measures. Houses and household 
equipment should be designed for safety, especially electrical 
appliances and sources of heat. Children and elderly people 
should be protected from dangerous drugs, corrosive liquids, 
and other hazards. The committee laid great stress on education 
as the greatest single measure in the prevention of accidents. 
This includes the careful training of children at home and in 
school and especially giving them a sense of responsibility for 
their own safety. It comprises also the training of teachers and 
parents through films, radio, television, posters, and booklets. 


Dr. Sutter Resigns.—Dr. Victor A. Sutter, assistant director- 
general in charge of advisory services in the World Health 
Organization, in Geneva, has resigned his position in order to 
accept an appointment as Minister of Public Health and Social 
Assistance in his own country, El] Salvador. Dr. Sutter, a mem- 
ber of the WHO staff since 1950, studied at the National 
University of San Salvador and at Johns Hopkins University 
in Baltimore. 


Regional Director for Europe.—The régional committee for Eu- 
rope elected Dr. P. J. J. van de Calseyde as its nominee for the 
post of World Health Organization regional director for 
Europe. The post became vacant as the result of Dr. Begg’s 
death earlier this year. Dr. Van de Calseyde’s name will be sent 
for endorsement to the WHO executive board in January. At 
present he is director-general of health at the Ministry of Health, 
Brussels, Belgium. 


Resistance of Insects to Insecticides.—Leadership in the stimula- 
tion and coordination of research throughout the world on the 
problem of resistance of insects to insecticides should be as- 
sumed by the World Health Organization, according to a group 
of experts. Great alarm has been caused by the appearance of 
resistance to such insecticides as chlorophenothane (DDT) 
among certain species of insects. In the housefly, resistance to 
insecticides is becoming universal. It is also of frequent occur- 
rence in the body louse and exists locally in several species of 
mosquitoes. WHO should coordinate the different lines of re- 
search on the problem of resistance already being undertaken 
in laboratories scattered throughout the world; stimulate further 
research, particularly concerning the physiology, biochemistry, 
and genetics of the insects concerned; assure the publication and 
exchange of information and research results; and facilitate the 
procurement of qualified personnel and funds for research. 
Standard techniques should be adopted or developed for de- 
tecting and measuring resistance, and WHO should circulate 
information concerning new insecticides as it becomes available. 
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CORRESPONDENCE 


PREMATURE VENTRICULAR CONTRACTIONS DUE TO 
RAUWOLFIA THERAPY 


To the Editor:—The occurrence of premature ventricular contrac- 
tions due to Rauwolfia serpentina therapy has been recorded. 
Wilson and Wimberly (J. A. M. A. 159:1363 [Dec. 3] 1955) re- 
ported four cases in which this phenomenon was observed. One 
of the patients under observation by the above authors was on 
digitalis therapy. This fact elicited discussion among us and 
prompted this investigation. Wilson and Wimberly regarded the 
etiology or the mechanism of production of the premature beats 
as problematical, but speculated that “the bradycardia may 
allow a so-called irritable focus in the ventricle to become 
manifest.” One of us (C. J. S.) had the opinion that, if this 
were true, the phenomenon would be more manifest in patients 
on digitalis therapy, because of the altered myocardial irri- 
tability in such patients. Digitalis, although it exerts a depressant 
action on myocardial irritability, may increase the irritability ot 
a focus and thus initiate or perpetuate an arrhythmia (Gross and 
Jezer: Philadelphia, W. B. Saunders Company, 1956, chap. 4, 
p. 80). It was thus concluded that, if the bradycardic action of 
Rauwolfia alkaloids permitted irritable myocardial foci to dis- 
charge, this action might be more frequent in digitalized patients. 
If this were true, then the produced bradycardia with premature 
ventricular contractions might be secondary to Rauwolfia therapy 
and, in digitalized patients, be confused with the common sign 
of digitalis intoxication. 

This study comprises the observations made on 30 patients 
receiving Rauwolfia alkaloids. The powdered whole root was not 
used in this study. Fifteen of the 30 patients were selected be- 
cause they had been on long-term digitalis therapy. The mainte- 
nance dose of digitalis was stabilized, and all patients were in 
good nutritional status, thereby eliminating, with clinical prac- 
ticality, the factors of overdigitalization and/or electrolyte im- 
balance. All patients were maintained on their usual routine of 
digitalis therapy and diet and activity restriction, and were given 
either alseroxylon (Rauwiloid), reserpine, or Eskaserp in the 
commonly used dosages (alseroxylon, 4 mg. at bedtime; reserpine, 
0.25 mg., four times daily; Eskaserp, 0.5 mg. daily ). None of the 
patients under observation were informed of their participation 
in the study, and none were questioned regarding heart con- 
sciousness, unless they volunteered this information. No patient 
was regarded as having premature ventricular contractions, un- 
less these were able to be heard on ciinical examination or 
recorded electrocardiographically. 

The 30 patients were divided equally into two groups; namely, 
those receiving and those not receiving digitalis. Of the 15 
patients not receiving digitalis, 3 displayed premature ventricular 
contractions that disappeared on withdrawing the Rauwolfia 
medication. Of the 15 patients receiving both digitalis and 
Rauwolfia, 7 showed premature ventricular contractions. In five 
of these seven patients, Rauwolfia therapy was discontinued. 
In all five, the premature contractions disappeared. In one 
patient, digitalis therapy was discontinued and Rauwolfia con- 
tinued. This patient continued to show premature ventricular 
contractions, which were frequent enough to give the clinical 
and electrocardiographic picture of pulsus bigeminus. Upon the 
appearance of this arrhythmia, digitalis therapy was restarted 
and Rauwolfia discontinued. This resulted in the restoration of 
normal sinus rhythm. In the final patient, therapy with both 
drugs was discontinued, and, although the premature contrac- 
tions stopped, the signs of cardiac insufficiency gradually 
appeared. Restoration of digitalis therapy returned the patient 
to his usual state of health. It is interesting that this patient, 
who had mild benign systemic arteriolar hypertension, was 
later placed on therapy with a different form of Rauwolfia and 
tolerated it, without displaying premature contractions. 


This study, though limited in scope, indicates that Rauwolfia 
serpentina therapy may produce premature ventricular contrac- 
tions. It suggests, likewise, that this phenomenon occurs more 
frequently in digitalized patients. The most common arrhythmia 
produced by digitalis intoxication is the frequent occurrence 
of premature ventricular contractions. The appearance of this 
arrhythmia, in a patient taking digitalis, is an ultimatum to 
temporarily discontinue therapy with the drug (Stewart: New 
York, Paul B. Hoeber, Inc., 1952, chap. 3, p. 84). The present 
study would modify this dictum in patients receiving Rauwolfia 
compounds in addition to digitalis. In such patients, the prema- 
ture contractions produced by Rauwolfia may well simulate an 
effect of digitalis intoxication, resulting in discontinuation of 
treatment with this drug, thereby upsetting well-balanced main- 
tenance therapy. The appearance of premature ventricular con- 
tractions in 7 of 15 digitalized patients receiving Rauwolfia, in 
contrast to 3 of 15 patients receiving Rauwolfia without digitalis, 
is worthy of note. This observation should alert clinicians to the 
fact that Rauwolfia therapy may produce premature ventricular 
contractions in all patients but, more readily, in digitalized 
patients. The fact that such effect may be confused with the 
toxic effects of digitalis should stimulate additional and more 
extensive observations of this phenomenon. 


Cuar.es J. ScHREAvER, M.D. 
M, Erzz, M.D. 
Cardiovascular Department 
Nazareth Hospital 
Philadelphia. 


SIGNAL DEVICE TO AID PATIENTS WITH 
BULBAR POLIOMYELITIS 


To the Editor.—I have been using a simple signal device for more 
than 10 days to help a patient with bulbar poliomyelitis who had 
a tracheotomy and who is completely paralyzed. The device en- 
ables the patient to signal the nurse or doctor when he is in dis- 
tress. When both arms and legs are paralyzed and the voice is 
impaired because ot a tracheal catheter, the patient needs help 
when he feels he is suffocating or has abdominal discomfort or 
when his heart is giving him trouble. To provide a means of 
signaling, I taped to the lower lip two small wire prongs of a 
hearing aid and connected them to a bell buzzer and to four 1% 
volt dry cell batteries, so that the tongue could make contact with 
them and so ring the buzzer. An electronic resistor was intro- 
duced among the batteries so that no shock at the tongue was 
realized. 

This patient’s outlook improved immediately when he knew 
that he had a means of calling for help. In one instance, I was 
in the hospital corridor when his buzzer began to ring constant- 
ly. 1 put on a gown and mask and, on going in to see what the 
trouble was, found the nurse suctioning saliva and mucus out 
of his mouth. The nurse said that the patient’s mouth had filled 
with saliva and had caused the buzzer to ring by closing the 
circuit. Now the lad has progressed to where he can talk, and 
he has told me how grateful he is to have something with which 
he can communicate with the nurse. This device may alert the 
doctor or nurse to some situation that might otherwise take the 
patient’s life. Other patients with bulbar poliomyelitis have 
told me that the lack of communication with anyone early 
in the course of their disease was most distressing and that, if 
some means of communication could have been arranged, they 
would have been much less apprehensive. I hope that this 
simple device will be used to help dispel their fear from now on. 


Rosert CoueEn, M.D. 
Bakersfield, Calif. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 

Naturopathy: Right of Naturopaths to Practice Obstetrics and 
to Be Examined by Committee of Naturopaths in Such Sub- 
ject.—_The petitioners sought to restrain the defendant licensing 
body from revoking, canceling, or calling in licenses previously 
issued to them as naturopathic physicians by filing an original 
petition before the Supreme Court of Utah. 

The parties stipulated that the main group of petitioners have 
held licenses that allow them to practice as naturopathic physi- 
cians, together with the privilege, and what they claim is their 
right, to use drugs to perform minor surgery and to practice 
obstetrics. The principal problems are the right of the petitioners 
to practice obstetrics and the determination of the agency that 
is authorized to give the examination therein. The statutes of 
Utah provide for the issuance of licenses (1) to practice medicine 
and surgery in all branches thereof, (2a) to practice as an osteo- 
pathic physician without operative surgery, (2b) to practice as 
an osteopathic physician and surgeon, (3) to practice the treat- 
ment of human ailments without the use of drugs or medicine 
and without operative surgery in accordance with the tenets of 
the professional college of which the applicant is a graduate; 
if the applicant under (2b) or under this subsection successfully 
passes the examination in obstetrics, the license shall also set 
forth this right to practice obstetrics, (4) to practice obstetrics. 

It will be observed, said the Supreme Court, that in addition 
to the right to practice as aforesaid, if the practitioner success- 
fully passes the examination in obstetrics, the license shall then 
include this subject. From a reading of the statute, it is apparent 
that the use of drugs, medicine, and operative surgery is ex- 
plicitly forbidden to these petitioners except as they may qualify 
for the use thereof by some method otherwise provided. 

The petitioners contend that practitioners of naturopathy are 
qualified to use drugs, to perform minor surgery, and to practice 
obstetrics. To say this, said the court, is to leave in the hands of 
this profession the right to repeal the statute that governs their 
practice and thereby customize and shape the statute to fit them, 
rather than to require them to conform to the statute covering 
the “practice of medicine and surgery in all branches thereof.” 
It is a doctrine of bending the law to the determination by a 
profession of what shall be the tenets and requirements of that 
profession, rather than a doctrine of the individual conforming 
to the prerequisites of the law. We are unable and unwilling to 
lend our approval thereto. 

The defendants, of course, do not deny the right of the peti- 
tioners to practice obstetrics, if they pass the required exami- 
nation. The petitioners assert that this examination should be 
given by their committee of naturopaths and as a part of the 
examination on the subject of naturopathy. The defendants con- 
tend that the subject of obstetrics should be examined upon as 
though it were being given to an applicant on the subject of 
obstetrics only. We believe, said the Supreme Court, that the 
legislature has answered this problem by the statutes pertinent 
to the matter. 

It will be noted, the court pointed out, that the act says that 
those applicants for a license to practice naturopathy who suc- 
cessfully pass the statutory examination in obstetrics shall have as 
a part of their license the right to practice in that field. A subse- 
quent section of the act, which sets forth the duties of the several 
committees established thereby, provides: “(9) For practi- 
tioners of medicine and surgery in all branches thereof, and for 
the practice of obstetrics only, a committee of five persons each 
of whom shall be a licensed practitioner of medicine and sur- 
gery in all branches thereof in this state and a graduate of a 
chartered medical college of recognized standing.” Can there 
be any doubt what examination the legislature intended, asked 
the court, when it said the examination and then went on to pro- 
vide how, and by whom, the examination shall be given? Are 
we to say that an applicant qualified in no other medical field 
shall be examined by the practitioners of medicine and surgery 
in all branches thereof, and these petitioners shall be subjected 
to a lesser or different form of examination? What harm can 
come to these petitioners if they are required to meet only the 


professional skill in this subject that would be required of a 
midwife? We see none. By saying that all applicants for a license 
to practice obstetrics shall take the same examination from the 
same class of committee, the law lends uniformity of require- 
ments and thereby fairness to all. If this committee requires of 
midwives certain requisite skill, learning, and aptitude in the 
practice of obstetrics, for the protection of the public, is it not 
reasonable to believe the legislature intended that these peti- 
tioners should reach at least this standard of professional attain- 
ment? We believe the legislature so intended. 

Accordingly, the Supreme Court held that naturopaths are 
entitled to practice obstetrics only if they have passed the ex- 
amination given in that subject by the committee regularly set 
up to give such examination. The petitioner's request for in- 
junction was therefore denied. Alexander v. Bennett, 298 P(2d) 
823 (Utah, 1956). 


COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 


The Council has authorized the publication of the 
following explanation of the classifwation of the resi- 
dency training programs in general surgery, as adopted 
by the Conference Committee on Graduate Training 
in Surgery. 

Epwarp L. Turner, M.D., Secretary. 


RESIDENCY TRAINING PROGRAMS 
IN GENERAL SURGERY 


The Conference Committee on Graduate Training in Surgery 
approves residency training in general surgery under the follow- 
ing categories: 

1. Programs of four or more years’ duration in fulfillment of 
the residency requirement for certification by the American 
Board of Surgery in group 1 (J. A. M. A. 159:479-481 [Oct. 1] 
1955; ibid. 162:411 [Sept. 22] 1956). 

2. Programs of three years’ duration in fulfillment of the resi- 
dency requirement for certification by the American Board of 
Surgery in group 2 (J. A. M. A. 159:479-481 [Oct. 1] 1955; ibid. 
162:411 [Sept. 22] 1956). 

3. Programs of one year’s duration integrated with an ap- 
proved program of four or more years’ duration, but not as the 
senior year. 

4. Programs in specialized hospitals offering additional train- 
ing following completion of an approved residency in general 
surgery. (The American Board of Surgery will accept training 
in these hospitals toward meeting the practice requirement for 
group 2 candidates. ) 

In the Internship and Residency Number of THe Jounnan 
( 162:376-382 [Sept. 22] 1956), lists of residencies in the first 
three categories, corrected to the date of submission of copy to 
the printers, were published. Since that time the conference 
committee has granted approval to certain hospitals in the fourth 
category. When this action has been approved by the three 
organizations whose representatives compose the committee— 
the American Board of Surgery, the American College of Sur- 
geons, and the Council of Medical Education and Hospitals of 
the American Medical Association—a list of these hospitals will 
be published in THe JournNat in January, 1957, together with a 
revision of the list in the third category, as approved by the 
committee. 

In addition to the residencies in the four categories listed 
above and approved by the Conference Committee on Graduate 
Training in Surgery, the Council on Medical Education and 
Hospitals, acting independently, approves programs of one or 
two years’ duration in preparation for the surgical specialties 
only. (Residencies in this category are not accepted by the 
American Board of Surgery in fulfillment of the residency re- 
quirements for certification by that board. ) 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Rapid Diagnosis of Human Influenza Infection from Nasal 
Smears by Means of Fluorescein-Labeled Antibody. Ch’ien Liu. 
Proc. Soc. Exper. Biol. & Med. 92:883-887 (Aug.-Sept.) 1956 
[Utica, N.Y.]. 


In the study of influenzal infection in ferrets by means of 
fluorescein-labeled antibody, it was possible to make a rapid 
diagnosis of influenzal infection during the acute stage of ill- 
ness by detecting specific viral antigen in the desquamated 
nasal epithelial cells and macrophages in the nasal smears. This 
paper reports the application of this method to influenzal in- 
fection in humans. The method was applied to 20 patients during 
an outbreak of influenza A-prime infections, to 44 during an 
outbr.ak of influenza B, and to 23 patients with various acute 
febrile or respiratory illnesses. With a rise of fourfold or greater 
in titer of hemagglutination-inhibition (HI) antibody during 
convalescence or else the recovery of virus from human nasal 
washings used as diagnostic criteria for influenzal infection, the 
use of fluorescent antibody had an accuracy of 71% in an in- 
fluenza A-prime and 38% in an influenza B epidemic. One 
false-positive diagnosis was encountered among 23 noninflu- 
enzal infections. The use of labeled antibody on smears of nasal 
washings is less sensitive than the HI test, but a positive diag- 
nosis could be made on the day the specimens were collected, 
while the HI test requires a delay of 10 to 14 days for collection 
of convalescent serum. 


Hypertensive Pulmonary Vascular Disease. D. Heath and W. 
Whitaker. Circulation 14:323-343 (Sept.) 1956 [New York]. 


The authors describe six cases of severe pulmonary hyper- 
tension in four women between the ages of 21 and 58, one 24- 
year-old man, and one 12-year-old girl. The condition was 
complicated by a ventricular septal defect, Eisenmenger’s com- 
plex, patent ductus arteriosus, atrial septal defect, and mitral 
stenosis, respectively, in the five adult patients; the child had 
idiopathic pulmonary hypertension. The clinical picture was 
dominated by symptoms and signs characteristic of pulmonary 
hypertension, which often masked underlying cardiac anomalies. 
Symptoms of severe pulmonary hypertension were breathlessness 
on exertion, frequent cough and colds, chest pain of anginal 
type, blueness of the lips and nails, and abdominal distention and 
swelling of the ankles due to congestive cardiac failure. 
Hemoptysis, hoarseness, jaundice, syncopal attacks, and palpita- 
tion occurred less commonly. Signs associated with pulmonary 
hypertension were giant “a” waves in the jugular venous pulse, 
a parasternal heave, a systolic lift over the right ventricular out- 
flow tract, a palpable second sound in the pulmonary area that 
was loud and closely split on auscultation, a Graham Steell 
murmur, and a pulmonary systolic click. In addition, central 
and peripheral cyanosis, clubbing of the fingers, jaundice, signs 
of congestive cardiac failure, and cardiac murmurs occurred. 
The electrocardiogram usually showed clockwise rotation of the 
heart and the ventricular pattern of right ventricular hypertro- 
phy. On radiological examination there was evidence of right 
ventricular hypertrophy, increased prominence of the pulmonary 
artery and its main branches, and decreased peripheral pul- 
monary vascular markings. Angiocardiography revealed a dilated 
pulmonary artery and a coppicing effect in the small branches 


The place of publication of the periodicals appears in brackets preceding 
each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.” Periodical files cover 
1947 to date only, and no photoduplication services are available. No 
charge is made to members, but the fee for others is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one time, and 
they must not be kept longer than five days. Periodicals published by the 
American Medical Association are not available for lending but can be 
supplied on purchase order. Reprints as a rule are the property of 
authors and can be obtained for permanent possession only from them. 


of the pulmonary vascular tree. The flow of dye through these 
dilated vessels was abnormally slow. It allowed abnormal flows 
to be visualized and previously unrecognized cardiac defects 
to be demonstrated. Cardiac catheterization showed pulmonary 
artery blood pressures approaching or exceeding systemic pres- 
sures and occasionally revealed intrinsic cardiac defects. 

Five of the patients died and autopsy was performed in all 
of these. The definitive pathological changes in the pulmonary 
vasculature were a distinct muscular media with two elastic 
membranes in the pulmonary arteriole and medial hypertrophy 
in the muscular pulmonary artery. Frequently in these vessels 
there was abnormal proliferation of intimal fibrous tissue with 
partial or complete occlusion of the lumen, adventitial fibrosis, 
and medial necrosis. Occasionally there was aneurysmal dilata- 
tion of thin-walled branches of the muscular pulmonary arteries. 

Patients with pulmonary artery blood pressures chronically 
elevated to levels approaching or exceeding systemic pressures 
demonstrate a distinct clinicopathological entity for which the 
term hypertensive pulmonary vascular disease is proposed. 


Peroral Maintenance Treatment of Pernicious Anemia with 
Vitamin By and Intrinsic Factor. H. Olsen. Ugesk. leger 
118:895-897 (Aug. 2) 1956 (In Danish) [Copenhagen, Denmark]. 


Twelve patients with pernicious anemia who were treated 
from the start with vitamin B;2 and intrinsic factor by mouth 
and reacted well to the treatment were examined after from 10 
to 34 months of treatment. The blood status was satisfactory in 
all cases, and the neurological symptoms present at the begin- 
ning of treatment had disappeared. No new neurological symp- 
toms attributable to the hematological disease had developed. 


Constrictive Pericarditis: A Review and Long-Term Follow-Up 
of 78 Cases. J. C. Dalton, R. J. Pearson Jr. and P. D. White. 
Ann. Int. Med. 45:445-458 (Sept.) 1956 [Lancaster, Pa.]. 


Dalton and associates reviewed the clinical aspects of 78 pa- 
tients with constrictive pericarditis, of whom 59 were males and 
19 females. Sixty-five of the patients were operated on, and 42 
of these are still living. Six have, been followed for over 20 years, 
10 for over 10 years, and 11 for over 5 years. All of the patients 
followed over 20 years are living normal, unrestricted lives. 
There were several operative deaths among 61 patients who 
underwent 71 operations. Of the seven patients who were oper- 
ated on more than once, two died. Excellent results were ob- 
tained by operation in 32 of 64 patients and fair results in 13 
(14 operations); no improvement resulted in 5 of the patients. 
The two groups of patients who obtained excellent and fair 
results were compared with regard to their preoperative status. 
The only positive correlation was that 29 of the 32 patients in 
the “excellent result” group were in sinus rhythm preoperatively, 
while three had atrial fibrillation. Of the 13 patients classified 
as having “fair results,” only five were in sinus rhythm preopera- 
tively, while eight had either atrial flutter or fibrillation as their 
basic rhythm. It is interesting that all six patients who had been 
followed for over 20 years and who are considered as having 
excellent results had normal rhythm preoperatively and at last 
examination in 1955. 

Duration of symptoms, heart size, and calcification of the 
pericardium were compared in the two groups and showed no 
significant differences. Dyspnea on exertion, ankle edema, and 
abdominal swelling, in that order, are the most frequent com- 
plaints at the onset and as the constrictive pericarditis progresses. 
Among the physical findings, hepatomegaly and distention of the 
neck veins remain the most common. A systolic blood pressure 
above 130 mm. Hg was found in only one patient preopera- 
tively, whereas wide pulse pressures were not rare (greater 
than 50 mm. Hg in 9% of cases). Systolic blood pressures com- 
monly rose postoperatively, but no patient became seriously 
hypertensive. Cardiac enlargement was present in one-half of 
the patients. Cardiac pulsations were diminished in four-fifths 
but were fluoroscopically normal in the other fifth of the pa- 
tients. Abnormal electrocardiograms were present in every pa- 
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tient; the T waves were abnormal in 100% and the P waves in 
72% of those with normal rhythm. Atrial arrhythmias were com- 
mon, having been found in 34 of the 78 patients; fibrillation was 
identified in 27, being constant in 19, while flutter occurred in 
3, in 2 of whom it changed to fibrillation. Calcification was noted 
in the pericardium in 60% of the patients. 


Serum Hepatitis Following Dental Procedures: A Presentation of 
15 Cases, Including Three Fatalities. F. E. Foley and R. N. 
Gutheim. Ann. Int. Med. 45:369-380 (Sept.) 1956 [Lancaster, 
Pa.]. 


Various skin-penetrating procedures have been known to be 
followed by serum hepatitis. The members of the house staff of 
the Rochester General Hospital, Rochester, N.Y., first became 
aware of the appearance of hepatitis after dental procedures in 
1952. The charts of all patients treated at that hospital for in- 
fectious or serum hepatitis between June, 1953, and June, 1955, 
were studied. Of 57 patients with viral hepatitis, 7 contracted 
serum hepatitis after blood or plasma transfusions. The remain- 
ing 50 patients ordinarily would have been considered as having 
infectious hepatitis. Fifteen of these patients, however, gave a 
history of a dental injection during the preceding one to six 
months and are referred to as the dental serum hepatitis group. 
These dental injections consisted of the injection of procaine dur- 
ing the process of extracting teeth in 13 patients and the filling 
of teeth in 2 patients. Two of the 15 patients had received peni- 
cillin injections at the same time as the procaine injections. The 
ages of the patients ranged from 18 to 71 years. The onset of ill- 
ness in 14 patients was insidious in nature. The remaining patient 
had a rather acute onset. Malaise, fatigue, and anorexia, alone or 
in various combinations, were the first symptoms in all but three 
of the patients. Nausea and abdominal pains were next in fre- 
quency. Laboratory data obtained in the 15 patients were char- 
acteristic of viral hepatitis. Three fatalities occurred in this group. 
Heat sterilization of needles, syringes, and instruments is essential 
to prevent the spread of serum hepatitis. The danger of the use of 
multiple injection bottles is emphasized. 


Lupus Erythematosus, Discoid and Systemic: One Disease. M. F. 
Aliende. Postgrad. Med. 20:254-259 (Sept.) 1956 [Minneapolis, 
Minn. ]. 


Allende presents clinical, histopathological, experimental, and 
therapeutic evidence to support the concept that chronic discoid 
lupus erythematosus and systemic lupus erythematosus are mere- 
ly variants of a single disease. Chronic discoid lupus erythemato- 
sus should be considered as the mildest form of systemic lupus 
erythematosus, Patients with chronic discoid lupus erythematosus 
should be warned about the dangers of actinic radiation, of the 
use of potentially toxic drugs, of minor infections, and of the 
indiscriminate removal of so-called foci of infection. They should 
be checked at regular intervals with physical examinations sup- 
plemented by determination of the sedimentation rate of the 
erythrocytes, by complete blood counts, and by urinalysis. These 
measures should be supplemented by a search for the L. E. phe- 
nomenon if imminent dissemination is suspected. 


Agammaglobulinemia. S. Aarseth. Tidsskr. norske legefor. 76: 
505-507 (Aug. 1) 1956 (In Norwegian) [Oslo, Norway]. 


A case of primary idiopathic agammaglobulinemia in a man 
aged 41 is the first in an adult observed in Norway. The patient 
manifested, from early childhood on, a tendency to infections of 
the respiratory tract. He had the usual childhood diseases, recur- 
rent bilateral purulent otitis, and from the age of 16 on a puru- 
lent sinusitis. He has had pneumonia at least 14 times. There are 
bronchiectases with type 3 pneumococci. A purulent meningo- 
coccus meningitis in June, 1955, yielded to intensive penicillin 
and sulfonamide treatment. Pneumonia shortly thereafter was 
successfully treated with aureomycin. In December, 1955, he had 
meningitis due to type 3 pneumococcus; again treatment with 
massive doses of penicillin and sulfonamide was effective. At this 
time severe diabetes of the insulin-deficient type was discovered. 
Agammaglobulinemia was suspected because of the patient’s 
unusual tendency to infections. Electrophoretic examination 
showed the patient to be practically without gamma globulin. In 
agammaglobulinemia the respiratory tract is primarily exposed 
to infection. Bronchiectases belong in the picture. No special 
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tendency to tuberculosis is seen. Generalized vaccinia with a fatal 
outcome has been noted in agammaglobulinemia, and children 
with this anomaly should not be vaccinated against smallpox. 
Prophylactically, patients with the disease can be protected 
against infection by the administration of gamma globulin in 
doses of 100 mg. per kilogram of body weight monthly; an alter- 
native is application of an antibiotic—slow-acting penicillin—or a 
sulfonamide. An accumulation of infections in a patient calls for 
paper electrophoretic examination of the serum. It is the simplest 
diagnostic method for clinical use. In the case in question the 
combination of agammaglobulinemia, severe diabetes, and ex- 
tensive bronchiectases infected with pneumococci make the long- 
range prognosis doubtful. 


SURGERY 


Adrenalectomy for Intracranial Metastases From Carcinoma of 
the Breast. A. Clain and A. H. Hunt. Brit. M. J. 2:627-629 
(Sept. 15) 1956 [London, England]. 


At the Royal Marsden Hospital over 90 adrenalectomies had 
been performed up to the end of 1955. In only two patients were 
cerebral metastases clinically evident. The first patient, a 37-year- 
old woman, had been subjected to radical mastectomy for ana- 
plastic carcinoma of the left breast in August, 1948. Carcinoma 
of the whole of the right breast, with peau d’orange and a re- 
tracted nipple and extensive involvement of the axillary nodes 
was found in January, 1951. Bilateral oophorectomy was per- 
formed and a course of x-ray therapy given to the right breast 
and glandular areas. The local progress of the disease was 
arrested. Thereafter the condition remained unchanged until 
November, 1954. At that time personality changes were evident. 
Radiograms of the skull showed expansion and destruction of the 
pituitary fossa, presumably from erosion by growth. The left lung 
contained multiple metastases. A large quantity of ascitic fluid 
was present. She was given daily doses of 1,000 mg. of testoster- 
one propylpropionate for three days and 50 mg. of cortisone for 
five days. Her diabetes insipidus was treated with pitressin. On 
Nov. 23, it was felt that she was fit for surgery. Both adrenal 
glands were removed at one operation. She made a slow but 
steady recovery. Her mental symptoms cleared up and the dia- 
betes insipidus gradually improved, though she still required 
small doses of pitressin. She has remained reasonably well up to 
the time of this report, 22 months after operation. 

The second patient, a 40-year-old woman, also had cerebral 
metastases after a right radical mastectomy for anaplastic carci- 
noma. Her neurological state likewise recovered rapidly after 
removal of the right adrenal, the left adrenal having been re- 
moved at the time of bilateral oophorectomy seven days earlier. 
The authors conclude that bilateral gonadectomy and adrenal- 
ectomy is at present the only treatment of value for patients with 
intracranial metastases from cancer of the breast. It should be 
attempted when possible, because these patients are otherwise 
doomed. Hypophysectomy, whatever its place may be in the 
treatment of the other manifestations of metastatic breast cancer, 
has no place in the palliation of cerebral metastases. 


Observations of Human Adrenal Cortical Deficiency with Special 
Reference to Replacement Therapy with Cortisone. A. G. Hills, 
H. A. Zintel and D. W. Parsons. Am. J. Med. 21:358-379 (Sept. ) 
1956 [New York]. 


Adrenalectomies have been performed in the University of 
Pennsylvania Hospitals as an experimental therapeutic approach 
to severe hypertensive disease. The studies presented deal partic- 
ularly with two aspects, namely, (1) whether surgically produced 
primary adrenal deficiency in man differs in kind or in degree 
from spontaneously occurring Addison’s disease, and (2) to 
what extent cortisone (with or without supplementation with 
desoxycorticosterone ) falls short of furnishing entirely satisfac- 
tory maintenance therapy for adrenal-deficient man. The results 
of a five-year study of 44 patients subjected to adrenalectomy 
are presented together with observations of 9 patients in whom 
Addison’s disease occurred spontaneously. Cortisone, often sup- 
plemented by a small quantity of desoxycorticosterone, was given 
as replacement therapy. Steroid therapy is indispensable for the 
survival of persons who have been subjected to total adrenalec- 
tomy, but some patients with Addison’s disease and some sub- 
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totally adrenalectomized persons can survive and maintain 
well-being without it. Such patients apparently enjoy a nearly 
normal basal rate of adrenal cortical secretion. The survival value 
of this secretion can be estimated as corresponding to the amount 
of steroid that will just maintain a totally adrenalectomized man 
in good general health (that is, assuming adequate salt intake, 
about 30 mg. of orally administered cortisone acetate daily, 
supplemented by 1 mg. of desoxycorticosterone acetate given by 
the buccal route. 

Few patients with Addison’s disease are totally destitute of 
endogenous adrenal cortical secretion. Approximately 5% of the 
total amount of adrenal cortical tissue normally present will pro- 
duce enough secretion to sustain life under ordinary circum- 
stances. This quantity of surviving tissue has, however, practically 
no capacity to increase its basal hormone output, and a patient 
without ample cortical reserve is imperiled by any stress unless 
exogenous hormone can then be supplied. Cortisone can main- 
tain the life of totally adrenal-deficient persons indefinitely and 
can restore strength and well-being, but it does not provide a 
balanced replacement for the missing adrenal cortical secretion, 
of which cortisone and hydrocortisone are only partial constit- 
uents. There is no truly “physiological” quantity of cortisone, 
that is, there is no dose of cortisone that, on long-term adminis- 
tration to adrenal-deficient patients with or without a small sup- 
plement of desoxycorticosterone, will not be accompanied by 
certain signs of hypoadrenalism or certain manifestations of 
hypercortisonism or both. The signs of hypoadrenalism commonly 
encountered in such patients are melanosis, impairment of water 
diuresis, unresponsiveness to hypoglycemia, and sometimes salt 
waste, azotemia, and hyperkalemia. The signs of hypercortison- 
ism are polyphagia, weight gain, and impairment of glucose 
tolerance. No fundamental distinction can be drawn between 
spontaneous and iatrogenic primary adrenal cortical deficiency. 
The incidence of melanosis has been strikingly lower in patients 
rendered adrenal-deficient by surgery than in persons with 
spontaneous Addison’s disease, but this difference can probably 
be ascribed to the provision of cortisone to the former group 
from the time of origin of the adrenal-deficient state. However, 
although cortisone has antipigmentary properties in adrenal- 
deficient persons, the adrenal cortex must contain antipigmentary 
factors other than cortisone and hydrocortisone. Clinically de- 
tectable regeneration of adrenal cortical tissue occurred only 
once in a series of 27 patients subjected to subtotal adrenal 
resection. 


On the So-Called Abscess Cancer of the Lungs. L. Morelli and 
L. Di Domizio. Arch. ital. chir. 81:181-204 (No. 3) 1956 (In Ital- 


ian) [Bologna, Italy]. 


Cavitary cancer of the lung, or abscess cancer, is a type of 
bronchogenic carcinoma; it is characterized by a cavity of recent 
formation that contains purulent necrotic material. The authors 
observed 12 such cases of cancer, 8 primary and 4 secondary. 
Among the eight primary cases, histological examination dem- 
onstrated small-cell carcinoma in six patients and polymorphous 
carcinoma in one. Of the four secondary forms, three belonged 
to the polymorphous type and one to the small-cell type. Radio- 
logical examination was useful in the general diagnosis of cavitary 
suppuration, but it was not so useful in the diagnosis of carci- 
noma. Bronchoscopy was performed in all cases. Biopsy of metas- 
tatic supraclavicular lymph nodes confirmed the clinical 
diagnosis. Six patients underwent surgery: one explorative thora- 
cotomy, three pneumectomy, one lobectomy, and one pneumot- 
omy. Ten patients were over 45 years of age, one was 43, and 
another was 41; there were 11 men and one woman. The symp- 
toms, which were almost the same in all cases, included cough 
with little expectoration always tinged with blood, fever, and 
dyspnea. In some patients symptoms had been present for 12 
months and in one case for two years. Surgical intervention is 
necessary if the combined therapy for pulmonary suppuration 
gives no result in from four to eight weeks, especially if the 
patient is over 45 years of age. 


The Aggressive Treatment of Metastases. E. Wilson. M. J. Aus- 
tralia. 2:292-297 (Aug. 25) 1956 [Sydney, Australia]. 


The author believes that, while the future treatment of metas- 
tases lies more with hormonal and other methods, surgical treat- 
ment holds the first place at present. Not only is surgery advisable 
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after metastases have been detected clinically, but there is also 
a place for elective reexploration to search for and to deal with 
metastases before they are otherwise detectable. In the absence 
of metastases at the primary operation, elective reexploration of 
the abdomen should be considered within six months in patients 
with carcinoma of the colon, ovary, liver, pancreas, and rectum, 
and slightly earlier in those with carcinoma of the stomach. In 
all cases in which a second operation has already been required 
for the eradication of a metastatic mass and where there is no 
evidence of any other metastasis, an elective reexploration should 
be strongly recommended. Supraradical surgery has a place in 
the early stages of certain cancers rather than in the subterminal 
stages of the disease. However, supraradical surgery is occasional- 
ly indicated even for palliation. A case is described in which 
symptoms of hepatic insufficiency were temporarily relieved by 
litigation of the branch of the hepatic artery to that particular 
lobe destroyed by the metastases. The relief was probably due to 
the resulting increased blood supply of the lobe that contained 
most of the functioning hepatic tissue. 

More study should be given to (1) the effects on cancer cells 
of substances that stimulate the growth or metabolism of normal 
cells, (2) the reasons why some malignant growths do not metas- 
tasize, (3) the use in “hormone-dependent” cancers of hormone 
therapy and of hormone exclusion operations, especially hypo- 
physectomy produced by both surgical and medical means, (4) 
the place of elective reexploration in the management of intra- 
abdominal and other cancers, and (5) the positions of metastases 
in specimens removed from patients apparently cured by surgery. 
Such study would provide a basis for determining the extent of 
the operations to be employed for various cancers. 


Scalene Node Biopsy: An Analysis of 42 Cases. W. W. Yang. 
California Med. 85:165-166 (Sept.) 1956 [San Francisco]. 


Scalene node biopsy was done in 42 patients with previously 
undiagnosed intrathoracic lesions. The basis of the scalene node 
or fat-pad biopsy is that lymph nodes anterior to the scalenus 
anticus muscle are connected with the mediastinal nodes. Thus 
intrathoracic disease involving the mediastinal nodes may often 
be reflected in the scalene nodes. The same is true of systemic 
disease directly involving the mediastinal nodes. The simple 
scalene node biopsy hence is a biopsy of the mediastinal nodes 
without the necessity of entering the thorax. A definite histo- 
logical diagnosis was obtained in 25 of the 42 patients. Carcinoma 
of the lung was detected in nine patients, metastatic tumor to 
the lung in eight, pulmonary tuberculosis in three, lymphoma in 
three, anthracosis in one, and sarcoidosis in one. Scalene node 
biopsy is especially useful in patients with bronchogenic carci- 
noma. In this disease the value of this biopsy is twofold: 1. A 
diagnosis may often be obtained without thoracotomy. 2. In such 
cases, and also in those in which the diagnosis has been made by 
other means, the procedure is of value in determining the prog- 
nosis. When a scalene node biopsy is positive for cancer, there 
has been considerable extension of the carcinoma; operability is 
then questionable. Complications are rare in scalene node biopsy. 
Hemorrhage due to injury to the jugular vein occurred in one of 
the patients in this series, but it was readily controlled. Scalene 
node biopsy is a valuable diagnostic procedure. 


NEUROLOGY & PSYCHIATRY 


Subarachnoid Haemorrhage Due to Intracranial Aneurysms: Re- 
sults of Treatment of 249 Varified Cases. W. McKissock and 
L. Walsh. Brit. M. J. 2:559-565 (Sept. 8) 1956 [London, Eng- 
land]. 


A survey of 461 patients with subarachnoid hemorrhage ad- 
mitted to St. George’s Hospital in London up to March 31, 1954, 
revealed that in 249 the hemorrhages were caused by an aneu- 
rysm. The data on the 249 patients with proved intracranial aneu- 
rysm associated with subarachnoid hemorrhage are analyzed in 
relation to the severity of the effects of the hemorrhage and the 
site of the aneurysms. The results of various types of surgical 
treatment are compared with those of medical treatment. The 
frequency of associated intracerebral, intraventricular, and sub- 
dural hemorrhage is given. The frequency and time of occurrence 
of repeated hemorrhage is considered, and the operation of carot- 
id ligation is discussed. Very early investigation and treatment of 
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patients with a bleeding aneurysm seems advisable because a 
lower mortality has been shown to occur in cases handled in 
such a manner than is to be expected from the natural course 
of the disease. In medically treated patients with anterior com- 
municating or middle cerebral aneurysms the natural death rate 
is over 90%. If even a few patients can be restored to reasonable 
health by surgical measures, the operative mortality rate should 
surely be assessed against the natural death rate of 90%, and so 
even a 50% operative mortality rate would be acceptable. 


An Investigation of Neurosurgical Alleviation of Parkinsonism, 
Chorea, Athetosis and Dystonia. I. S. Cooper. Ann. Int. Med. 45: 
381-392 (Sept. ) 1956 [Lancaster, Pa.]. 


Cooper summarizes the current status of the neurosurgical 
treatment of several hyperkinetic disorders, particularly Parkin- 
sonism. He reviews observations made in the course of 200 opera- 
tions, 180 of which were performed for Parkinsonism. The 
remaining 20 were performed in patients with various other hy- 
perkinetic disorders, which could be grouped as chorea, choreo- 
athetosis, tension-athetosis, and dystonia musculorum deformans. 
Fifty-five of these operations consisted of surgical occlusion of the 
anterior choroidal artery; the other 145 were chemopallidecto- 
mies. The operation of anterior choroidal artery occlusion is best 
suited for young patients with postencephalitis Parkinsonism of 
long duration. It has the disadvantage of being dependent upon 
the vagaries of the anterior choroidal artery, but it may produce 
great benefit in a reasonable percentage of patients. Therefore, 
in selected instances, the risks of this procedure are justified. 

Chemopallidectomy is of potential value in all types of Park- 
insonism. Its technique has the advantage of being accurate, 
straightforward, and simple to execute. In fact, its simplicity 
could easily lead to abuse and incorrect usage. Chemopallidec- 
tomy provides an opportunity to select the correct subcortical 
site for destruction by the performance of an intracerebral pro- 
caine injection before the infliction of a permanently destructive 
lesion. Thus, the effect in a given patient can be predicted with 
a reasonable degree of accuracy. The risk of this operation is 
low, the mortality rate being less than 3%. The possibilities of 
lasting benefit are good—at least 70% at the present time. There is 
at present no cure for Parkinsonism. There is, however, the possi- 
bility of useful alleviation of many of its symptoms by neuro- 
surgery. There is as much, if not more, justification for the neuro- 
surgical treatment of Parkinsonism as there is for the neuro- 
surgical treatment of intractable pain or of focal epilepsy. The 
approaches described are new, but their cautious and expert use 
will not only give relief to patients but will also increase the 
knowledge needed to advance the therapy of hyperkinetic dis- 
eases, 


Prenatal Obstruction of the Fourth Ventricle. D. D. Matson. Am. 
J. Roentgenol. 76:499-506 (Sept.) 1956 [Springfield, Ill.]. 


Successful treatment of hydrocephalus depends upon an ac- 
curate knowledge of the location and type of obstruction to nor- 
mal cerebrospinal fluid movement. Matson describes one type of 
hydrocephalus, namely, that due to prenatal obstruction of the 
foramens of Magendie and Luschka, in which the roentgeno- 
graphic findings are pathognomonic. Obstruction of the normal 
foramens between the fourth ventricle and the surface subarach- 
noid pathways dating from early embryonic life falls into the 
category of congenital anomalies in which the earliest pos- 
sible recognition is not only desirable but of the greatest impor- 
tance in obtaining a satisfactory surgical result. This obstruction 
of the fourth ventricle has been observed at the author’s clinic 
during the last four years in eight infants under six months of age. 

Congenital obstruction of the fourth ventricle foramen should 
be suspected from the clinical appearance of the patient in the 
first months of life. The diagnosis can always be confirmed pre- 
operatively by roentgenographic examination, including plain 
skull roentgenograms, ventricular air studies, and dural sinus 
venography. In this condition a huge cyst fills a much enlarged 
posterior fossa and projects downward into the cervical spinal 
canal as well as upward through the incisura of the tentorium. 
The tentorium fails to descend and is attached high on the 
parietal bones. There is obstructive internal hydrocephalus, which 
in some patients may be relieved completely by suboccipital 
craniectomy with excision of the cyst wall; in others it is con- 


MEDICAL LITERATURE ABSTRACTS 1261 


verted to a communicating type of hydrocephalus, which must 
subsequently be treated by creation of a peritoneal or ureteral 
shunt. No surgical death occurred in the eight infants operated 
on at the author's clinic, but one patient died two months after 
operation with progressive communicating hydrocephalus com- 
plicated by convulsive seizures. Three of the remaining patients 
are doing well with no further treatment than wide excision of 
the cyst wall. In the other four patients excision of the posterior 
fossa cyst has had to be supplemented by spinal fluid shunting 
procedures to maintain normal intracranial pressure. The earliest 
possible recognition and definitive treatment of this lesion offers 
the best chance for a satisfactory result—and by satisfactory re- 
sult is meant not survival, but opportunity for normal mental and 
motor development of the child. 


Hemorrhagic Diathesis in Poliomyelitis. T. Bennike and L. C. 
Grandjean. Acta med. scandinav. 155:225-236 (No. 3) 1956 (In 
English) [Stockholm, Sweden]. 


Fifty-one (15%) of 349 severely paralyzed patients with polio- 
myelitis who were admitted to the Blegdams Hospital in Copen- 
hagen, Denmark, during the 1952-1953 epidemic of poliomyeli- 
tis had a clinically manifest hemorrhagic diathesis in the form 
of bleeding into the skin, bleeding from mucous membranes and 
internal organs, and bleeding after tracheobronchial aspiration. 
The bleeding tendency was most pronounced in the most severe- 
ly affected patients and occurred particularly within the first two 
weeks of the illness. Tracheobronchial hemorrhage predomin- 
ated, but hematuria was also observed frequently. A systematic 
examination of 115 patients with poliomyelitis with varying 
degrees of paralysis revealed that 80% of the patients, irrespec- 
tive of the presence or absence of a bleeding tendency, had ab- 
normal capillary fragility. This persisted with little change for 
at least four or five months after the onset of the disease. These 
observations suggest that the hemorrhages were, at least in part, 
of vascular origin, since abnormal capillary fragility was the only 
regularly occurring defect in the hemostatic mechanism. The slow 
subsidence of the observed changes favors a neurogenic causa- 
tion. An interplay may be considered between the reduced cap- 
ilary resistance and one or more unknown factors, possibly re- 
sulting from the unphysiological state of many patients during 
the acute phase of the disease. The results of experiments in ani- 
mals carried out by other workers suggest that the poliomyelitis 
infection may be associated with the occurrence of autoanti- 
bodies, possibly caused by the destruction of tissue resulting from 
the infection, which may have a harmful effect on the capillary 
wall. 


PEDIATRICS 


Congenital Nonhemolytic Jaundice with Disease of the Central 
Nervous System. I. M. Rosenthal, H. J. Zimmerman and N. 
Hardy. Pediatrics 18:378-386 (Sept.) 1956 [Springfield, Ill.]. 


The authors describe a case of persistent severe jaundice and — 


progressive neurological disease in a 5-year-old boy. The neu- 
rological symptoms did not appear until he was 3 years old, 
although the jaundice was first noted when he was 2 days old. 
The condition was either the same as or closely related to the 
“congenital nonhemolytic jaundice with kernicterus,” recently 
described by Crigler and Najjar in eight members of a single 
large family, although the patient was not a blood relative of this 
family. The jaundice observed in this condition is the result of 
the reduced capacity of the liver cells to metabolize and excrete 
bilirubin, but the pathophysiological mechanism remains ob- 
scure. The neurological syndrome consisted of staggering gait, 
slow and scanning speech, and an intention tremor. An elec- 
troencephalogram revealed irregular high voltage, 5 to 8 per 
second activity with some 3 to 5 per second activity in all areas. 
Atypical irregular sleep frequencies with a few suggestive dis- 
charges were present in the temporal areas. The neurological! 
syndrome is believed to be the result of bilirubin encephalopathy. 
The authors prefer to use this term to signify damage to the cen- 
tral nervous system resulting from the toxic effects of bilirubin on 
the brain, and they believe the term “kernicterus” should be re- 
stricted to the pathological findings of pigmentation of the basal 
nuclei. 
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At laparotomy the patient’s liver and gallbladder appeared 
normal, and the extrahepatic biliary system was patent. Biopsy of 
the liver was performed, and sections showed that the paren- 
chymal cells were essentially normal. There was some vacuoliza- 
tion of many nuclei. No bile pigment was detected within the 
cells. In the portal areas, around the central veins, and occasion- 
ally between the liver cords were small foci of inflammatory 
cells. The patient made a good recovery from the operation. He 
has become able to walk a short distance unaided, but with a 
markedly ataxic gait. However, he is no longer able to feed him- 
self. The course of this patient indicates that development of 
bilirubin encephalopathy is not necessarily confined to infancy. 
It can, apparently, occur in young children, and probably in older 
children and adults, if the concentrations of indirect-reacting 
bilirubin in the serum are sufficiently high for a prolonged period. 


Transient Dysproteinemia in Infants, a New Syndrome: I. Clin- 
ical Studies. R. A. Ulstrom, N. J. Smith and E. M. Heimlich. 
A. M. A. J. Dis. Child. 92:219-253 (Sept.) 1956 [Chicago]. 


Four infants under 8 months of age with an unusual syndrome 
of edema, irritability, and pallor were studied during an 18- 
month period. All four were born at term, had had an optimal 
diet, and had no laboratory evidence of renal or hepatic disease. 
Marked hypoproteinemia was present in each patient at some 
time during the illness. The age of onset of symptoms ranged 
from less than 1 month to 7 months. The disease was apparently 
self-limited, with spontaneous recovery occurring in each infant 
between the 7th and 9th months of life. The striking similarity 
of the clinical findings in these patients suggests a single disease 
process. The extensive studies reported here seem to indicate 
that an abnormality in protein metabolism at the cellular level 
is responsible. The normal dietary intakes during the develop- 
ment of anemia and hypoproteinemia and the spontaneous re- 
turn to normal without recognizable changes in the diet, as well 
as the many studies presented here, indicate that this disturbance 
was not primarily of dietary origin. The evidence at hand does 
not permit assignment of a definite etiological factor, although 
the mechanism for the development of signs and symptoms seems 
clear. 


DERMATOLOGY 


Malignant Blue Nevus. E. R. Fisher..A.M.A. Arch. Dermat. 
74:227-231 (Sept.) 1956 [Chicago]. 


A 27-year-old white man first noticed a pinhead-sized blue 
nodule in the right occipital region of the scalp at the age of 17. 
Four years later he noted a progressive enlargement of the lesion 
and a mass in the right cervical region. Biopsy of the latter re- 
vealed a secondary malignant melanoma within a lymph node. 
The pigmented lesion of the scalp was excised, and a radical 
dissection of the right cervical lymph nodes was performed. The 
patient remained in good health during the next six years, but 
three months before hospitalization he noted a 20-lb. weight loss 
and numerous pigmented and nonpigmented nodules on the skin 
of the neck, back, and abdomen. There was weakness, anorexia, 
and moderately severe pain in the right upper abdominal quad- 
rant. Examination revealed the liver to be enlarged and nodular. 
In addition to the cutaneous nodules, which varied in size from 
several millimeters to 1 cm. in cross diameter, several lymph 
nodes in the posterior cervical chain on the right were also 
palpably enlarged. 

A needle biopsy of the liver was performed, and one of the 
subcutaneous nodules was excised. The clinical and morpho- 
logical features of the malignant melanoma removed from this 
patient’s scalp indicate its origin from a blue nevus. The vacuola- 
tion of the tumor cells, carcinomatous configuration, and nuclear 
pleomorphism and occasional mitotic figures are considered diag- 
nostic of malignancy in lesions presenting other features of the 
blue nevus. It is interesting to note that the morphological ap- 
pearance of the metastatic lesions in the subcutaneous tissue and 
liver did not possess features that would enable one to establish 
their derivation from the blue nevus. The tumor cells were 
spindle-shaped, without vacuolation, and resembled other malig- 
nant melanomas not arising in blue nevus. The vacuolation of 
the tumor cells observed is not unlike the change noted in the 
tumor cells of some melanomas during pregnancy. Such cytolog- 
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ical alteration suggests a hormonal influence upon the tumor 
cells of this lesion, although this patient did not reveal any overt 
clinical manifestations of endocrine imbalance. The significance 
and nature of the asteroid bodies observed within the cytoplasm 
of some of the tumor cells of the present malignant blue nevus 
are not apparent. As far as the author was able to ascertain, such 
structures have not previously been recorded in pigmented tumors 
of the nevus-melanoma type. 


Necrobiosis Lipoidica: A Disease of Changing Concepts. J. Gra- 
ham Smith Jr. A.M.A. Arch. Dermat. 74:280-285 (Sept.) 1956 
[Chicago]. 


The author analyzed the records of 19 patients with necro- 
biosis lipoidica seen at Duke Hospital. Data obtained on these 
19 patients were compared with tabulated data from 34 of a 
total of 52 cases of necrobiosis lipoidica reported in the A.M.A. 
Archives of Dermatology and Syphilology during the past 10 
years. Regarding the 19 cases, he says that in only one-fourth of 
these was necrobiosis lipoidica associated with diabetes mellitus 
even when patients with equivocal but not definitely diabetic 
glucose-tolerance curves were included in the diabetic group. 
When diabetes mellitus is associated with necrobiosis lipoidica, 
the diabetes mellitus usually develops first; however, the associa- 
tion of diabetes mellitus apparently does not alter significantly 
the age of onset for aecrobiosis lipoidica. In reviewing the slides 
from 13 of the 19 patients, it was found that in only 4 of the 13 
did there seem to be a resemblance to granuloma annulare, and 
so the author concludes that necrobiosis is probably not a variant 
of granuloma annulare. 

Approximately 90% of cases of necrobiosis lipoidica occur in 
women; the Negro and Oriental races are rarely affected if at all, 
and the disease, while more commonly having its onset in young 
adults, occurs in all age groups except in infancy and early child- 
hood. Lesions are not frequently seen in locations other than the 
lower extremities. Ulceration probably occurs more frequently in 
diabetics, but it may occur in nondiabetics. Mucous membrane 
lesions do not occur. The etiology of necrobiosis lipoidica is ob- 
scure, but the pathological changes are probably secondary to 
vascular abnormalities. Surgical excision with grafting if neces- 
sary to close large defects is the most effective therapy available 
at present. Intralesional injection of hydrocortisone deserves 
further trial. 


Nickel Dermatitis. H. T. H. Wilson. Practitioner 177:303-308 
(Sept.) 1956 [London, England]. 


This report is concerned with dermatitis resulting from contact 
with nickel or nickel-plated articles. Nickel-plated articles, such 
as the metallic parts of garters, are nearly always barrel plated: 
that is to say, they are nickel plated in an acid nickel solution in 
a rotating barrel. The thickness of nickel deposited is usually of 
the order of 0.0002 in. (0.05 mm.). When the plating process is 
complete, the articles are washed in hot water. Unless the wash- 
ing is adequate, the plated articles are likely to become coated 
with a thin film of nickel salts. This may account for the fact 
that dermatitis often seems to develop for the first time soon 
after the wearing of a comparatively new nickel-plated buckle 
or clasp. In the present series of 85 women, 12 out of 22 stated 
that their dermatitis arose beneath a nickel-plated article pur- 
chased a month or less previously. The rash began as a localized 
dermatitis, usually at the back of the thighs, at the point of con- 
tact with the garter buckles. Less frequently it began under a 
wrist watch, necklace clasp, or earring. Swelling and redness of 
the eyelids sometimes preceded all other symptoms, and occa- 
sionally a chronic papular eruption developed on the elbow 
flexures or axillary folds before the onset of lesions elsewhere. 
In only two patients did the rash remain localized to a single 
area. In the remainder, after a few weeks or months, eczematous 
patches developed on other parts of the body. Nickel dermatitis 
appears to consist of two separate components: a simple derma- 
titis localized to the area of nickel contact, and a chronic eczema 
or neurodermatitis having no obvious connection with such con- 
tact. These two components are so intimately associated that the 
diagnosis of suspender dermatitis can often be made on seeing 
the characteristic papular rash on the patient’s elbow flexures. 

All patients were patch-tested against metallic nickel and solu- 
tions of nickel sulfate. In every case strongly positive reactions 
were observed to nickel sulfate (2.5%), and severe reactions fol- 
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lowed the few tests made with higher concentrations. It would 
appear from serial tests that a 1% solution is a suitable strength 
for patch testing and solutions stronger than 2.5% should not be 
used. Metallic nickel gave a reaction equal to 0.5 or 1% of the 
solution. Complete removal of all metal clasps and buckles did 
not suffice to prevent relapses in every case. Nickel sensitivity, 
once acquired, is likely to persist. 


INDUSTRIAL MEDICINE 


Silage Gas Poisoning: Nitrogen Dioxide Pneumonia, a New 
Disease in Agricultural Workers. R. R. Grayson. Ann. Int. Med. 
45:393-408 ( Sept.) 1956 [Lancaster, Pa.]. 


Two patients with acute respiratory disease due to inhalation 
of silage gas were observed by the author in August, 1954. One 
died. A thorough investigation of these two cases and of the 
silage gas that caused the illness indicates that the disease was 
caused by the oxides of nitrogen and is essentially a diffuse chem- 
ical bronchopneumonia caused by the irritating action of nitrous 
and nitric acids on the respiratory tree. The disease may be mild 
or severe, depending upon the degree of exposure. Nitrogen 
dioxide pneumonia has been described many times in industrial 
toxicology but has apparently not been previously described in 
the medical literature as due to inhalation of gases from ensilage. 
Special studies carried out on the corn ensilage and on the actual 
gas from the silo in which the two patients were poisoned proved 
that there was a poisonous concentration of the oxides of nitro- 
gen. This condition was due to a combination of drought, high- 
nitrate soils, and an unventilated silo. Other studies demonstrated 
the toxicity of the actual gas and of experimentally produced 
gas from the same ensilage. Silage gas poisoning due to the oxides 
of nitrogen with the production of chemical pneumonia is a dis- 
ease that probably occurs more commonly than is recognized. 
Physicians in rural areas should be aware of the possibility of 
this disease during summer periods when corn is being placed 
in silos, particularly during times of drought. No specific treat- 
ment is known for the resulting bronchopneumonia. Research 


should be directed toward the discovery of a specific therapy. 


PATHOLOGY 


Cushing’s Syndrome in Children Associated with Adrenal Cor- 
tical Carcinoma: A Case Report with Review of the Literature. 
G. H. Guin and E. F. Gilbert. A. M. A. J. Dis. Child. 92:297- 
307 (Sept.) 1956 [Chicago]. 


A 3-month-old girl was admitted to the Children’s Hospital of 
the District of Columbia because of obesity beginning 6 weeks 
before admission. For three weeks before admission the patient 
was noted to have an eczematoid and acne-form rash on the 
cheeks. The infant was obese, showing a buffalo hump and moon 
face. There was no axillary or pubic hair and no abnormality of 
the external genitalia other than slight clitoral hypertrophy. 
There was hirsutism of the upper lip and an erythematous papu- 
lar rash over the face and neck. The abdomen was distended, 
and the liver was palpable. A firm mass unattached to the liver 
was palpated to the right of the umbilicus. X-ray examination 
revealed marked osteoporosis of the entire skeletal system. Ex- 
ploratory laparotomy revealed a tumor replacing the right adre- 
nal, which was removed. The infant died on the fourth post- 
operative day after several episodes of apnea. Examination of the 
surgical specimen established the diagnosis of cortical carcinoma 
of the right adrenal. 

Twenty-eight cases of adrenal cortical carcinoma associated 
with Cushing’s syndrome in children under 14 years of age were 
collected from the literature. The reported case is believed to 
concern the youngest patient with adrenal cortical carcinoma on 
record. The fact that the mother of this infant had diabetes is 
considered to be of special interest. Of the 29 tabulated cases, 20 
occurred in females and 9 in males. Eighteen patients died, and 
all but one of these came to autopsy. Histological confirmation of 
adrenal cortical carcinoma in this patient had been obtained sur- 
gically, Nine patients underwent surgical treatment. Persistent 
elevations of plasma and urinary 17-hydroxycorticosteroids and 
urinary 17-ketosteroids after ACTH stimulation provide an addi- 
tional aid for the diagnosis of adrenocortical carcinoma. 


MEDICAL LITERATURE ABSTRACTS 1263 


THERAPEUTICS 


Hydergine (a Vasodilator): Clinical Report on Hydergine in 
Peripheral Vascular Disease. W. deHaven Stick. Pennsylvania 
M. J. 59:1072-1074 (Sept.) 1956 [Harrisburg, Pa.]. 


Having found that vasodilating agents such as tetraethylammo- 
nium chloride, Priscoline, and Ilidar phosphate were inadequate 
in the treatment of functional or organic occlusive vascular dis- 
ease of the lower extremities, the author tried hydergine, an 
equiproportional mixture of the three hydrogenated alkaloids of 
the “ergotoxine group,” namely, ergocristine, ergocornine, and 
ergokryptine. Nearly 2000 oral and 200 parenteral doses of 
hydergine have been given in the course of the last six months 
to about 20 patients at the New York Hospital. The majority of 
these patients with arteriosclerotic obstructive vascular disease 
were in the 55 to 75 year age group. Pallor, atrophy, reduced 
temperature, cyanosis, intermittent claudication, early digital 
necrosis, nocturnal ischemia, and frank gangrene of one or more 
digits were the characteristic symptoms. The drug was also given 
to a few patients with functional obstruction as seen in associa- 
tion with thrombophlebitis, phlebothrombosis, hyperhidrosis, 
and, in one patient, frostbite residuum. All routes of drug ad- 
ministration were utilized in nearly every patient, including the 
oral, sublingual, parenteral, and direct intra-arterial routes. The 
drug was given to each patient for at least six days. 

Only five patients obtained palliative benefit from treatment 
with hydergine, and only one patient showed actual progress in 
healing. Hydergine with Ilidar may be indicated in acutely pain- 
ful ischemia of the lower limbs as a preliminary or adjunct to 
surgical treatment. Hydergine, given intravenously, appears to 
be a drug of choice in coping with acute hypertensive phenomena 
precipitated by the injection of radiographic substances for diag- 
nostic procedures. Medical sympathectomy by the use of vasodi- 
lating agents, including hydergine, is of slight value in the man- 
agement of peripheral vascular disease. Surgical sympathectomy 
remains the method of choice when warranted. 


The Combination of Reserpine with Methyl-Phenyl]-Piperidine 
Acetate in the Treatment of Hypertension. G. Visco. Clin. terap. 
11:11-32 (July) 1956 (In Italian) [Rome, Italy]. 


Reserpine has several side-effects and is ineffective in 
many types of hypertension. Methyl-phenyl-piperidine acetate 
(A. M. F. P.) has a central sympathomimetic stimulant effect 
and a mild sympathicoperipheral effect. A combination of the 
two drugs was used in the treatment of 23 patients with hyper- 
tension who were followed for from 1 to 14 months after the 
treatment. They were between 18 and 73 years of age (average 
age, 49.8 years). Eighteen patients had essential hypertension, 3 
had malignant hypertension, and 2 had chronic nephritis in a 
preuremic state. Ten patients (43.4%) showed a great reduction 
in the pressure values. The decrease in the systolic pressure was 
marked; the decrease in the diastolic pressure was less marked 
but more constant. A. M. F. P. did not interfere with the hypo- 
tensive effect of reserpine, but did prevent its side-effects: drow- 
siness, asthenia, psychic torpor, and vertigo. Bradycardia, nasal 
congestion, and hypothermia were also somewhat checked with 
the use of A. M. F. P. The collateral effects, such as the increase 
in the appetite and body weight, were less marked but still very 
significant. The two drugs had a synergistic effect on the 
patients’ euphoria and the incidence of tremor, diarrhea, and 
night dreams. 

In another experiment the authors gave a dose of 15 mg. per 
day of A. M. F. P. to 13 patients who were being treated with 
high doses of reserpine. The effects of A. M. F. P. on side-effects 
were less evident: 10 of the 13 patients had bradycardia, 9 had 
asthenia and mental torpor, and 7 had nasal stuffiness. Treatment 
had to be discontinued in 4 patients who were receiving the drug 
by intramuscular injection. 


Severe Hypoglycemic Reactions in the Course of Treatment of 
Diabetes Mellitus with Carbutamide (BZ-55). E. Bendfeldt and 
H. Otto. Miinchen. med. Wchnschr. 98:1136-1137 (Aug. 31) 
1956 (In German) [Munich, Germany]. 


Severe hypoglycemic reactions to carbutamide (BZ-55) oc- 
curred in 2 of 740 patients with diabetes mellitus who were 
treated with this drug. The patients were adipose women aged 
59 and 70 years who were given 5 tablets of the drug on the first 
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day of the treatment, 4 tablets on the second day, 3 tablets on the 
third day, and 2 tablets on successive days. In the younger 
patient, who had hypertension, cardiac decompensation, and 
diabetic nephropathy and who had been treated with insulin for 
many years, the fasting blood sugar level varied between 230 and 
310 mg. per 100 cc. before the institution of carbutamide therapy; 
it dropped to 105 mg. per 100 cc. on the 10th day of treatment, 
when drowsiness and a mild right facial paresis occurred. In the 
evening of the same day the patient became unconscious and the 
blood sugar level dropped to 35 mg. per 100 cc. The patient 
became conscious within a few minutes after the intravenous 
administration of 40 gm. of dextrose (in 50% solution), and the 
neurological symptoms disappeared completely. Despite the ad- 
ministration of carbohydrates, the blood sugar level still bordered 
on hypoglycemia 27 hours after the last carbutamide tablet had 
been given. In the older patient, who had severe general athero- 
sclerosis and who had been admitted to hospital for sclerotic gan- 
grene in the right foot, the presence of diabetes mellitus had not 
previously been recognized, but the blood sugar level on admis- 
sion was found to vary between 177 and 242 mg. per 100 cc. On 
the third day of carbutamide therapy the fasting blood sugar level 
had dropped to 90 mg. per 100 cc., when the patient became 
drowsy, confused, and finally unconscious with rattling breathing. 
An apoplectic attack was considered and the patient was given 
aminophylline and 10 gm. of dextrose, and after that her respon- 
siveness was somewhat improved. The diagnosis. of a hypogly- 
cemic reaction was established by the determination of a blood 
sugar level of 70 mg. per 100 cc. Consciousness was restored 
completely after the intravenous administration of an additional 
25 gm. of dextrose, but five hours later she again became uncon- 
scious. Consciousness was restored once more by the intravenous 
administration of 25 gm. of dextrose, and after that she was 
given 15 gm. dextrose orally every hour. 

In these two patients, the insidious and protracted course of 
the condition and the central nervous manifestations, which 
dominated the clinical picture and which subsided within a 
short time after the intravenous administration of dextrose, re- 
minded one of hypoglycemic shock after the administration of 
long-acting insulin. Both patients had other diseases in addition 
to diabetes. Preuremia with residual nitrogen values of 60 mg. 
per 100 cc. was present at the onset of hypoglycemia in both 
patients. Determinations of carbutamide in the blood and urine 
of the older of the two patients showed that the carbutamide 
blood concentration was within the usual limits 24 hours after 
the onset of hypoglycemia and that the carbutamide excretion in 
the urine was not reduced as compared with that in patients 
without renal impairment who had received the same dose of the 
drug. These findings suggest that at least in this patient renal 
impairment did not inhibit the excretion of carbutamide in the 
urine and, therefore, did not cause an accumulation of the drug 
in the blood that could have been responsible for the hypogly- 
cemia. Patients with diabetes of long duration associated with 
severe late complications, as in the younger woman, may have a 
tendency to pronounced variations in their blood sugar level, and 
hypoglycemia may result from insignificant causes. 


RADIOLOGY 


, Carcinoma of the Lip. P. M. Burke and F. S. Hopkins. New 


England J. Med. 255:552-555 (Sept. 20) 1956 [Boston]. 
During the 12-year period from 1938 through 1950, 225 


patients with cancer of the lip were seen in the cancer section 
of the Westfield State Sanatorium. This report is based on an 
analysis of the 182 patients who received their primary treat- 
ment at this institution. All lesions were histologically proved 
squamous-cell carcinoma, and all patients have been followed 


‘for over five years. All except 6 of the 182 patients were men. 


Treatment consisted of surgical removal of the tumor in 69 
patients, while 97 patients received only irradiation treatment 
and 16 received a combination of surgical and x-ray therapy. 
One hundred eighteen (65%) of the 182 patients survived for 
five years without recurrence. The five-year survival rate is 80% 
when it is adjusted for the 35 patients who died within five 
years of other causes without recurrence of cancer. This com- 
pares well with the five-year cure rate reported by others. There 
is considerable difference of opinion in the literature about the 
best method of treating the primary lesion. Surgical therapy is 
favored by some and irradiation by others. The authors found 
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that primary lip cancers comparable in size and _ histological 
grade respond about as well to x-ray as to surgical therapy. 
When an enlarged lymph node is present, the extent of the 
neck dissection should be decided on an individual basis. 
Routine neck dissection for cancer of the lip without enlarged 
lymph nodes is not recommended. 


Primary Chickenpox Pneumonia. D. Y. M. Tan, S. A. Kaufman 
and G. Levene. Am. J. Roentgenol. 76:527-532 (Sept.) 1956 
[Springfield, Ill.]. 


It is not generally realized that the varicella virus is capable 
of producing such complications as pneumonia, encephalitis, 
and nephritis. Only 15 well-documented cases (including four 
fatal ones) of chickenpox pneumonia have appeared in the lit- 
erature up to 1955. The authors present observations on 16 
patients seen at the John Haynes Memorial of the Massachusetts 
Memorial Hospitals. Pneumonia as a complication of chicken- 
pox occurred in adults over the age of 19 with one exception, a 
5-year-old girl. The onset of the respiratory symptoms occurred 
within five days of the appearance of the rash. The rash was 
severe, and in most patients confluent over the whole body. 
Vesicles were also found in the mouth and pharynx. The pa- 
tients were acutely ill, with temperatures of from 101 to 105 F 
(38 to 41 C). They had severe cough and several had hemopty- 
sis. Half of them had chest pain and dyspnea. Physical exam- 
ination of the chest was generally not remarkable despite the 
extensive roentgen changes. Three patients had generalized 
lymph-node enlargement. The white blood cell count was ele- 
vated in slightly less than half of the cases, but the differential 
count remained normal in all. 

The roentgenologic changes showed a characteristic pattern. 
There were widespread nodular densities superimposed on in- 
creased bronchovascular markings. These infiltrates varied in 
size, and though some were sharply defined from the surround- 
ing lung others seemed to merge with the adjacent tissue. Tran- 
sitory changes were common, and the disease, in some cases, 
changed rapidly, some areas of infiltration resolving while others 
appeared. In a few instances there was a tendency for the nod- 
ules to coalesce so that there appeared to be patchy areas of 
consolidation. This was most noticeable ot the lung bases. No 
portion of the lung was spared, although the densities seemed 
heaviest about the hilum and gradually diminished toward the 
periphery. While an etiological diagnosis of pneumonia is not 
possible from the roentgenologic examination alone, it has been 
the experience of these authors that these striking findings in a 
patient with chickenpox can be taken as presumptive evidence 
of primary varicella pneumonia. This can usually be confirmed 
by clinical and laboratory findings. Various chemotherapeutic 
agents were tried without success, the disease varying in dura- 
tion from a few days to two weeks. There were no fatalities. 


Therapy of Dupuytren’s Contracture. K. Wasserburger. Strahlen- 
therapie 100:546-560 (No. 4) 1956 (In German) [Munich, Ger- 
many]. 


At the department for irradiation therapy of a Vienna Hos- 
pital efforts have been made to develop an effective radium ther- 
apy for Dupuytren’s contracture. Radium therapy is carried 
out with an apparatus for distant therapy, which is a circular 
arrangement of eight barrel-shaped holders, each of which con- 
tains 50 mg. radium element. The 400 mg. of radium element 
are filtered through 1 mm. of platinum. Lateral shielding is pro- 
vided by 4 cm. of lead. The instrument is mounted in such a 
way that the effective cone of rays can be directed and fixed 
in any desired position. The radium-skin distance in the treat- 
ment of Dupuytren’s contracture was 2 cm. The size of the field 
of treatment was 5 sq. cm. Depending on the extent of the 
lesion and on whether one or several fingers was involved from 
three to five fields were irradiated on each hand. If necessary 
the series of treatments was repeated after from three to six 
months. 

Irradiation treatment was applied to 213 patients with 
Dupuytren’s contracture during the years from 1937 to 1953. 
The irradiation was the primary treatment in 185 of these 
patients, the remaining 28 having first received surgical treat- 
ment. Follow-up studies on 146 of the 185 patients revealed 
that in 102 the results were very good, 24 others obtained im- 
provement, and the remaining 20 experienced no improvement. 
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In classifying the lesions according to the degree of severity and 
advancement, it was found that of the patients with stage 1 
lesions, 89.8% were cured; of those with stage 2 lesions, 56.5%; 
and of those with stage 3 lesions, 32.2%. This indicates the im- 
portance of early treatment. 


Angiocardiography in the Preoperative Diagnosis of Mitral 
Stenosis and Insufficiency. J. G. McAfee, T. F. Hilbish and K. R. 
Stewart. Radiology 67:321-331 (Sept.) 1956 [Syracuse, N. Y.]. 


The authors performed angiocardiography in 50 patients with 
mitral rheumatic heart disease, but this report is concerned 
only with the 32 surgically proved cases. Although the surgical 
correction of mitral stenosis has become firmly established, that 
of mitral regurgitation has remained largely experimental. In the 
preoperative evaluation of patients, therefore, the accurate dif- 
ferentiation of stenosis from insufficiency is of the utmost im- 
portance. Angiocardiography is not a reliable procedure for dis- 
tinguishing between mitral stenosis and insufficiency. The diag- 
nostic accuracy was poorer than that of conventional clinical 
methods. Both false-positive and false-negative diagnoses of 
mitral stenosis were made, In this, as in other unselected series, 
patients with stenosis predominated. The problem of selecting 
the small minority with predominant insufficiency has not been 
solved by angiocardiography. No difference in the “opacification 
pattern” of the left atrium and ventricle was observed in stenosis 
and insufficien: y that could not be explained on the basis of 
chamber size and cardiac phase. The prolonged opacification of 
the left atrium seen in mitral disease is due to its large size and 
generalized slowing of the circulation. In the absence of shunts, 
the output (volume per unit time) in all chambers of the heart 
remains equal; there is no specific “hold-up” of the contrast 
medium in the left at’ :n by a stenotic mitral valve. Angio- 
cardiography is of value in demonstrating the size and position 
of the cardiac chambers, but this can usually be assessed by 
ordinary roentgenographic means. Left ventricular enlargement 
was demonstrated in only two of five patients with proved 
“pure” mitral insufficiency. It may be possible in the future to 
visualize the mitral valve orifice by selective angiocardiography 
performed through a direct left atrial puncture. 


Congenital Cystic Adenomatoid Malformation of the Lung in 
Infants. J. M. Craig, J. Kirkpatrick and E. B. D. Neuhauser. 
Am. J. Roentgenol. 76:516-526 (Sept.) 1956 [Springfield, IIl.]. 


Formation of cysts related to alveolar and interstitial emphy- 
sema is frequent in early life in infants suffering from neonatal 
asphyxia associated with the formation of hyaline membranes 
and in those with pneumonia, due to Streptococcus pyogenes. 
Cysts of this origin usually resorb quickly and without sequelae. 
Infants with indisputably congenital cystic malformations have 
been observed at the Children’s Medical Center of Harvard 
University over the past 25 years, in whom the structure of the 
cystic lungs was such that it was inconceivable that they would 
ever function normally or that the cysts would disappear spon- 
taneously. In the four cases reported, surgical extirpation was 
carried out in the first two weeks of life. They presented the 
identical features described by Ch’in and Tang as “congenital 
adenomatoid malformation.” All four infants had similar signs 
and symptoms, consisting of cyanosis, rapid respirations, and an 
absence of respiratory distress or fever. The physical signs 
were those of displacement of the mediastinum to the side oppo- 
site that of the affected lung, dulness to percussion over the 
affected lung, and diminished breath sounds over this area. The 
roentgen signs in all four infants were those of an intrapul- 
monary mass of soft-tissue density, containing scattered radio- 
lucent areas. The outlines of the mass were usually quite sharp 
and the malformation was limited to one lobe. A roentgenogram 
taken very early in life may show only the presence of a soft- 
tissue density without any radiolucent air-containing areas, at 
a time before any air has penetrated the honeycombed mass. At 
operation, the mass was usually well defined. The anatomy of 
the lesion is striking because of the great increase in size and 
weight of the affected portion, many of the affected lungs being 
twice the usual dimensions and weight. 

Since in two of the infants the involved lungs increased rap- 
idly in size with a concomitant increase in the air-containing 
cystic structures with further displacement of the mediastinum 
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and compromise of respiratory function, it appears that once a 
definite diagnosis of such adenomatoid cystic malformations is 
made, surgical treatment is mandatory. It proved effective in 
three of the four infants, but the fourth infant died two days 
after the operation. Congenital cystic adenomatoid malforma- 
tion should not be confused with either the accessory lung, 
which has no connection with the bronchial system or pul- 
monary blood supply, or with the sequestrated lobe, which is 
usually connected with the bronchial system but derives its 
blood supply from a branch of the aorta. 


PHYSIOLOGY 


A Comparison of the Biological Values of Dietary Protein In- 
corporated in High- and Low-Fat Diets. V. C. Metta and H. H. 
Mitchell. J. Nutrition 59:501-513 ( Aug.) 1956 [Philadelphia]. 


The effect of fat as compared with that of isocaloric amounts 
of carbohydrate on nitrogen utilization in the severely protein- 
depleated and the growing rat was investigated. The low-fat and 
the high-fat diets contained, respectively, 5 and 33% fat, mainly 
lard. Casein was the dietary protein tested. The rats were fed 
the test diets so that they received equal amounts of protein, 
crude fiber, vitamins, minerals, and gross energy, the main dif- 
ference between the two groups being in the fat intake. When 
fed in isocaloric amounts, dietary fat and carbohydrate had 
essentially the same effect on protein utilization in both the 
protein-depleted rat and the growing rat. Neither the apparent 
digestibility nor the true digestibility of casein was improved by 
the higher dietary fat level. Fat did not seem to spare endo- 
genous nitrogen under conditions of satisfactory and equal ca- 
loric intake. Higher dietary fat levels did not improve the biologi- 
cal value of casein. In fact, the indications in one experiment 
were that a high-carbohydrate diet tends to improve the biologi- 
cal value of casein in the protein-depleted rat. The metabolic 
fecal nitrogen per gram of food intake increased significantly 
when the dietary fat was increased because of a concomitant 
reduction in the food intake due to isocaloric feeding. This value, 
however, remained constant irrespective of the fat content of the 
diet when the rats were fed equal amounts of the low-fat and 
the high-fat diets. 


The Determination of Chromosomal Sex by Oral Smears. W. 
Herrmann and A. M. Davis. Yale J. Biol. & Med. 29:69-74 
(Sept.) 1956 [New Haven, Conn.]. 


Oral smears were obtained from 100 persons of varying ages 
for a control series. Fifty men and 50 women each had the 
buccal mucosa scraped with a wooden spatula. The material ob- 
tained was smeared on a glass slide and immediately dropped 
into a solution containing equal parts of ether and 95% ethyl 
alcohol. The slides were then stained with the Papanicolaou 
stain. Each slide was studied under an oil immersion lens, and 
the sex chromatin was easily identified. The sex of the person 
from whom the specimen was obtained was not known until 
after the counts had been made. 

The authors then applied the test to 15 patients whose true 
sex was questionable. Four of these patients had been given a 
clinical diagnosis of pseudohermaphroditism, three being con- 
sidered anatomically female and one anatomically male. One of 
the three females had proved congenital adrenal hyperplasia, 
with a diagnosis confirmed by the elevated beta fraction of the 
17-ketosteroids. The other two were newborn twins on whom 
no endocrine essays had as yet been performed. These twins 
showed a phallus-like development of the clitoris. All three pa- 
tients had a female chromosomal pattern. The anatomically male 
pseudohermaphrodite was 44 years old and had previously been 
given a diagnosis of a male achondroplastic dwarf. A chromatin 
count indicated that this patient was genetically female. Two of 
the patients with gonadal dysgenesis proved to be chromo- 
somally male, even though they had female genitalia and were 
living satisfactory lives emotionally, physically, and mentally as 
females. The true hermaphrodite had female external genitalia, 
a testis on one side and an ovary on the other, and a chromatin 
count following a female pattern. In the remaining cases the 
chromosomal sex corresponded with the anatomic sex. 
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BOOK REVIEWS 


The Neurosurgical Alleviation of Parkinsonism. By Irving S. Cooper, 
M.D., Ph.D., F.A.C.S., Director, Department of Neurosurgery, St. Barnabas 
Hospital, New York City. Cloth. $8.50. Pp. 104, with 68 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 
Blackwell Scientific Publications, Ltd., 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 1956. 


This book will undoubtedly be widely read. Unfortunately 
paralysis agitans is a widespread and disabling condition. As 
there has been no truly satisfactory treatment for this chronic 
disease, many of its victims will look hopefully to the possibility 
of relief that is held out here. One of the barriers to investigating 
this condition lies in the fact that the disease has never been pro- 
duced in animals and cannot, therefore, be studied by investiga- 
tions in laboratory animals. Observations regarding the condition, 
its cause, pathological physiology, and treatment, must be made 
on man himself. It is notoriously difficult or impossible to conduct 
human investigations with the same scientific care that can be 
exerted with the laboratory animal. This is all the more reason 
why observations on human beings should be even more pains- 
takingly made than those in the experimental laboratory. Un- 
fortunately this book and the material recorded here do not meet 
that requirement. One is struck by the lack of a critical approach 
and by the indifference with which essential detail is treated. 
Occlusion of the anterior choroidal artery (now largely or com- 
pletely abandoned) and injection of alcohol into the general 
region of the globus pallidus are the two methods of treatment ad- 
vocated by the author. These may be the forms of treatment that 
will ultimately prove the most satisfactory. The facts, however, 
that the globus pallidus is being injected in these cases, that it 
is destruction of the globus pallidus and not of some other struc- 
ture in that general neighborhood that is responsible for the re- 
sults reported here, or that these forms of treatment are capable 
of reversing even the most far-advanced, deforming, incapacitat- 
ing signs and symptoms of paralysis agitans have certainly not 
been established here. Only much more time and far more metic- 
ulous study can determine the true worth of these procedures. 


Proceedings of the International Conference on the Peaceful Uses of 
Atomic Energy Held in Geneva, 8 August—20 August 1955. Volume 10: 
Radioactive Isotopes and Nuclear Radiations in Medicine. Volume 11: 
Biological Effects of Radiation. United Nations Publications sales no. 1956. 
IX.1. Vol. 10; 1956. IX.1. Vol. 11. A/Conf. 8/10; A/Conf. 8/11. Cloth. 
$8; 57s.; 34 Swiss francs, each. Pp. 546; 405, with illustrations. United 
Nations, New York; Columbia University Press, 2960 Broadway, New 
York 27, 1956. 


These two volumes, which in themselves are impressive in size 
and content, are parts of a monumental series of 16 that sum- 
marize the scientific work of the famous Geneva conference. 
Volume 10 is in four sections; the first of these is introductory, 
the second deals mainly with uses of radioactive isotopes in thera- 
py, and the third and fourth deal with uses in diagnosis and re- 
search. The individual isotopes most frequently mentioned are 
strontium-90, cobalt-60, iodine-131, astatine-211 (which re- 
sembles iodine in being selectively accumulated by the thyroid 
gland but differs strikingly in emitting alpha instead of beta par- 
ticles), phosphorus-32, hydrogen-3 (tritium, useful as the oxide 
in studies of water metabolism ), rubidium-86 (useful as a tracer 
for potassium ), carbon-14, and sulfur-35. A chapter on the thera- 
peutic usefulness of radioactive colloids points out that gold-198 
is the only isctope that can be used in this way. Phosphorus-32 
in the form of chromic phosphate is a colloid, and the chlorides 
of yttrium-90 and lutetium-177 after injection form colloids in 


These book reviews have been prepared by competent authorities but 
do not represent the opinions of any medical or other organization unless 
specifically so stated. 


the body fluids. All four are beta-emitters, but they differ in half- 
life, energy of the particles emitted, presence or absence of 
gamma radiation, and hazards in handling and shipping. They 
afford an excellent illustration of the apparently inexhaustible 
possibilities opened up by the discovery of artificially induced 
radioactivity. 

Volume II is in six sections that deal respectively with the 
general biological effects of radiation, radiation injuries, carcino- 
genic effects and the bone-seeking isotopes, reproductive effects, 
protection and recovery, and genetic effects. Many of the chapters 
have immediate technical value because they go into detail about 
therapeutic techniques such as the use of surface applicators, 
revolving cobalt-60 units, teletherapy, intracavitary injections, 
pellets, wires, and nylon ribbons. Of great general interest are 
five chapters that describe the acute radiation injuries among 
inhabitants of Hiroshima and Nagasaki in 1945, the subsequent 
chronic effects, the injuries to Japanese fishermen in 1954, the 
references and data regarding certain mishaps to Americans 
who were working around nuclear reactors, and case histories of 
two Russian workers who suffered a short general exposure to 
gamma and neutron radiation when rules for operating an experi- 
mental reactor were violated. It is quite difficult to locate particu- 
lar topics in these volumes not only because an index is lacking 
but also because the order of chapters is that in which the papers 
were presented in Geneva rather than according to subject. The 
editing, however, has converted a maze of contributions from all 
parts of the world into a harmonious work. The mathematical 
parts are beautifully set up, the text is extraordinarily free from 
errors or ambiguities, there are good bibliographies with the 
various chapters, and the illustrations are excellent. 


Ulcers of the Legs. By P. Piulachs, Chief Professor Surgeon in Faculty of 
Medicine of Barcelona. Cloth. $15.50. Pp. 574, with 303 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 
Blackwell Scientific Publications, Ltd., 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto, 2B, Canada, 1956. 


This well-written book is divided into sections entitled Gen- 
eral Conceptions of Leg Ulcers, Ulcers of Venous Etiology, 
Physiopathology of Ulcers Due to Venous Insufficiency, New 
Pathogenetic Concept of Varicosities, Evolution of the Venous 
Thrombosis and of Its Sequelae, Arterial Ulcers, and Tropho- 
neurotic Ulcers. The author makes a pertinent and simple dis- 
tinction between ulcerations (which heal in a short time) and 
true ulcers (which are chronic and resistant to therapy). True 
ulcers are divided into three etiological types: arterial, venous, 
and neurotrophic. The chapter dealing with the physiopathology 
of ulcers is one of the best in the book. Much space is devoted 
to the influence of postural changes. The author believes that 
normal persons when standing are on the verge of peripheral 
edema. The roles played by the systemic circulation, venous 
valves in orthostasis, and contraction of abdominal muscles and 
the influence of muscular activities on the venous valves of the 
lower extremities are explained. Piulachs presents his own con- 
cept of the pathogenesis of varicosities, which stresses the im- 
portance of the existence of arteriovenous communications. In 
the section on the neurotrophic factor in vascular leg ulcers, he 
described his original studies on this subject. He clearly demon- 
strates the state of the capillaries around the ulcer by using 
capillaroscopic examinations. He believes that the best treatment 
of superficial incompetency is stripping of the saphenous vein. 
He presents his method of correcting deep venous insufficiency 
by interrupting an avascular column of deep venous blood. The 
text is clearly written on good paper and is profusely illustrated. 
This book is highly recommended. 
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Handbook of Legal Medicine. By Louis J. Regan, M.D., LL.B., Professor 
of Legal Medicine, University of Southern California, Los Angeles, and 
Alan R. Moritz, M.D., Professor of Pathology, Western Reserve University, 
Cleveland. Cloth. $3.90. Pp. 201, with 11 illustrations. C. V. Mosby Com- 
pany, 3207 Washington Blvd., St. Louis 3, 1956. 


For many years the need in our medicolegal library for a 
short, simple, concise review of the many subjects referred to 
under the heading of medical jurisprudence and the various 
aspects of scientific medicolegal investigations has been recog- 
nized. In this book two of the outstanding experts in the United 
States have discussed these subjects in an understandable and 
acceptable form to medical and legal students. Unfortunately 
the average student of law or of medicine has had little or no 
opportunity to study these subjects during his regular academic 
schedule. When in the past the need arose or the desire existed 
to study in this field, the student has been discouraged by the 
voluminous and technical nature of published material. This 
obstacle has now been removed. The book will also provide a 
useful working manual for practicing lawyers and physicians. 
While it is true that for the few who are expert in these two 
fields the material presented will be elementary, for most law- 
yers and physicians, it will be a valuable and useful guide. 

Dr. Regan tends to dicuss many subjects in terms of medical 
professional liability rather than in relation to the broader field 
of personal injury litigation. Although this approach may mis- 
lead some readers as to the importance or significance of some 
of the subject matter, it has not apparently resulted in any 
inaccuracies or misstatements. The second portion of the book 
should be of great value to students and physicians, but it 
should be particularly helpful to attorneys who are confronted 
with the investigation, prosecution, or defense of cases involving 
violent crimes or disputed paternity. This section of the book 
should provide them with a clear and authoritative commentary 
on the major aspects of these subjects. The book includes an 
extensive glossary of medical and legal terms, a detailed table 
of contents, and a bibliography of selected references in the 
medicolegal field. This book should be widely circulated not 
only for the education and edification of students, lawyers, and 
physicians but also as an important aid in the better adminis- 
tration of justice in civil and criminal cases. 


Head Injuries and Their Management. By Francis Asbury Echlin, M.D., 
C.M., M.Se., Professor Clinical Neurosurgery, New York University, Post- 
graduate Medical School, New York. This material was published in Ameri- 
can Practitioner and Digest of Treatment for May, 1956. Cloth. $3. Pp. 
127, with 10 illustrations. J. B. Lippincott Company, 227-231 S. Sixth St., 
Philadelphia 5; 2083 Guy St., Montreal, Canada; Pitman Medical Publish- 
ing Company, Ltd., Pitman House, 39-41 Parker St., Kingsway, London, 
W.C.2, England, 1956. 


The book, which is small enough to slip into a coat pocket, 
is a brief description of the essentials in diagnosis and treatment 
of head injuries for residents and the practicing surgeon and 
physician. There are succinct chapters on the mechanisms of 
head injury, nonsurgical lesions of the brain, surgical conditions 
such as hematomas, scalp wounds, skull fractures, penetrating 
wounds of the brain, and a few paragraphs on infections and 
other complications, including post-traumatic epilepsy, cerebral 
palsy, the post-traumatic syndrome of headache, “dizziness” 
and nervousness, and neuroses, psychoses, and rehabilitation. 
Discussions of pneumography, angiography, and electroenceph- 
alography are so brief as to be of no particular value. A good 
selective bibliography and an adequate index conclude the 
volume. Within its limited aims, the volume contains no serious 
errors except those of omission. Precisely, it is a primer, of 
limited value for students, interns, and residents. There is noth- 
ing here for neurologists or neurosurgeons and nothing to equip 
a general surgeon for the surgical management of head injuries. 
It rightly points out that over 97% of closed head injuries require 
no operation and presents admirably the generally accepted 
criteria for diagnostic appraisal, observation, and management. 
As any primer must, it lacks important surgical details, and, 
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even for so brief a manual, it is inadequate in its discussion of 
all the nonsurgical aspects of head injuries such as the post- 
traumatic syndrome, pneumography, angiography, and the elec- 
troencephalogram. No account is given of the medical treatment 
of post-traumatic convulsive states. Discussion of the post-trau- 
matic neuroses and psychoses is passed over entirely. The book 
is thus grossly inadequate; perhaps any brief presentation of 
the problems of head injuries must be inadequate. To make the 
complex simple is a most dubious enterprise, as this book amply 
demonstrates. 


Industrial Medicine and Hygiene. Volumes I-III. Edited by E. R. A. 
Merewether, C.B.E., O.St.J., M.D., H.M. Senior Medical Inspector of Fac- 
tories, Ministry of Labour and National Service, [London, England.) With 
foreword by The Lord Horder, G.C.V.O., M.D., F.R.C.P. Cloth. Pp. 426, 
with 33 illustrations; 451, with 81 illustrations; 617, with 57 illustrations. 
F. A. Davis Company, 1914-1916 Cherry St., Philadelphia 3; Butterworth 
& Co., Ltd., 88 Kingsway, London, W.C.2, England; 1367 Danforth Ave., 
Toronto 6, Canada, 1954; 1956. 


This is an ambitious work, as indicated by its title. It com- 
prises three volumes, lists about 1,500 references to the pertin- 
ent European and American literature, and contains sections 
from over 30 contributors representing medicine, pharmacology, 
toxicology, chemistry, psychology, nursing, industrial hygiene, 
civil and electrical engineering, law, and management. Besides 
industrial medical directors and governmental plant inspectors, 
the physicians contributing include public health specialists, 
internists, ophthalmologists, otolaryngologists, dermatologists, 
and some who are lawyers as well. The first volume should be 
of particular value to the British reader, inasmuch as it presents 
the background and basis, in British history and law, of work- 
men’s compensation and of programs of industrial health and 
rehabilitation and the organization and statistics of health 
services of various British industries. The American reader will 
derive greater profit from a study of the other two volumes. 
Volume II deals with occupational skin diseases, ophthalmology, 
psychology, compressed air, heating, ventilation, lighting, noise, 
ionizing radiation, and industrial accidents. It discusses the 
causes, prevention, and in some instances the treatment of 
harmful effects from these agents and influences. Volume III, 
far thicker than either of the other volumes, deals with silicosis 
and other pneumonoconioses, industrial carcinogenesis, and 
toxicology. It offers an exhaustive but, for the average physician, 
somewhat hard-to-understand account of the chemistry, enzyme 
reactions, and derangements involved in the various industrial 
intoxications. This work is well written. It is an authentic source 
of valuable information; guidance, especially for the British; 
and references, particularly on industrial and compensation 
medicine, rehabilitation, toxicology, and, to a lesser extent, 
industrial hygiene. 


British Postgraduate Medical Federation, University of London, Lectures 
on the Scientific Basis of Medicine. Volume IV: 1954-55. Cloth. $6.50. 
Pp. 397, with 34 plates. Athlone Press, University of London, 2 Gower St., 
London, W.C.1, England, John de Graff, Inc., 31 E. 10th St., New York 3, 
1956. 


This volume contains 21 lectures, most of them very interesting, 
on a variety of medical subjects; each is by a different speaker. 
It will probably be most appreciated by medical students as a 
book to be picked up from time to time to furnish inspiring side- 
lights on anatomy, biochemistry, and physiology. A chapter on 
the chemistry of the porphyrias, for instance, includes photo- 
graphs showing the devastating physical effects of this metabolic 
disease. A chapter on nucleoproteins in cell structure shows how 
the ability of these complicated, three-dimensional molecules to 
duplicate themselves is involved in most processes of growth and 
reproduction. A chapter on the cooling of the whole organism 
gives recent results on artificial hibernation, considers the danger 
and prevention of cardiac fibrillation in hypothermia, and 
sketches possible applications in surgery. The chapter on alcohol 
contains much scientific information enlivened by a discreet 
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touch of humor. Other topics that will appeal to the medical 
student include the chemical aspects of abnormal growth, 
shock from burns, radiation injury to bones, and the effects of 
distention of viscera. The book also offers chapters that will 
be especially appreciated by physicians seeking coherent sum- 
maries of recent developments in the basic sciences; some of 
these chapters are entitled The Plasma Proteins, Laboratory 
and Clinical Findings in Hypersensitivity, Reaction of Enzymes 
to Injury, and Fat Metabolism. The book lacks an index, but 
each chapter includes a bibliography. The illustrations are 
excellent. 


The Practice of Psychosomatic Medicine as Illustrated in Allergy. By 
Hyman Miller, M.D., Associate Clinical Professor of Medicine, University of 
California at Los Angeles, Los Angeles, and Dorothy W. Baruch, Ph.D. 
Cloth. $5. Pp. 196. Blakiston Division, McGraw-Hill Book Company, Inc., 
= W. 42nd St., New York 36; 95 Farringdon St., London, E.C. 4, Eng- 
and, 1956. 


This book, written by an allergist and psychologist, is mis- 
titled, for it is not a treatise on the practice of psychosomatic 
medicine but rather a monograph on the psychosomatic ap- 
proach to allergy. Its focus is on allergic patients, and, al- 
though much significant information is contained about the role 
of the psyche in the sufferings of such patients, general applica- 
tions for the whole field are not discussed. The authors contend 
that the allergic patient, like any sick person, can only be under- 
stood in the context of his total family situation. Both the 
allergic constitution and the emotional climate of the family 
are significant in the production of the disease. Emotional 
factors act as trigger mechanisms for the production of the 
symptoms. The task of diagnosing these factors in adults and 
children requires special technical procedure, and their treat- 
ment is effected by means of special skills not transmitted 
through reading. The book is simply written and easily under- 
standable. The authors recognize that emotional factors are but 
a part of the total allergic syndrome, and this part they present 
well. Reading the book may stimulate allergists to obtain more 
training in psychodynamics or to greater willingness for cooper- 
ation with psychiatrists. The bibliography and index are barely 
adequate. 


Surgical Forum. Volume VI. Proceedings of Forum Sessions, Forty-First 
Clinical Congress of the American College of Surgeons, Chicago, Illinois, 
November, 1955. Surgical Forum Committee: Harris B. Shumacker, Jr., 
chairman, and others. Cloth. $5. Pp. 654, with illustrations. American Col- 
lege of Surgeons, 40 E. Erie St., Chicago 11, 1956. 


Beginning with this volume, the American College of Surgeons 
has itself assumed responsibility for publication of the annual 
“Surgical Forum.” The contributions cover the fields of general 
surgery, neurosurgery, gynecology and obstetrics, orthopedics, 
plastic surgery, and urology. The contents of the volume reflect 
most of the advances in these fields and point toward further 
studies in clinical surgery. The printing, binding, and illustra- 
tions are of the same excellence that characterized the previous 
volumes. 


Joint Ligament Relaxation Treated by Firo-Osseous Proliferation. By 
George Stuart Hackett, M.D., F.A.C.S., Consulting Surgeon, Mercy Hos- 
pital, Canton, Ohio. With special reference to low back disability—trigger 
point pain and referred pain. Cloth. $4.75. Pp. 97, with 17 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 
Blackwell Scientific Publications, Ltd., 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 1956. 


This monograph propounds the theory that most backache and 
pain in or about other joints is due to chronic relaxation of liga- 
ments. While it is true that chronic relaxation of ligaments may 
and does at times produce localized and referred pain, such as 
the author has described and treated by his method of injection, 
there are many other conditions, such as fibrositis, bursitis, or 
chronic edema at the insertion of ligaments or tendons, that fre- 
quently cause local soreness and referred pain. Although it may 
not be possible to agree with the author that the cause of local- 
ized tenderness and referred pain is mainly relaxation of liga- 
ments, the treatment he advocates is logical for many of the 
conditions that produce backache with referred pain. Many 
orthopedists have found the use of a local anesthetic for the in- 
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jection of “trigger points,” with or without the added injection 
of other substances such as hydrocortisone or a mild irritant, to 
be helpful in relieving this painful syndrome. This is an interest- 
ing and challenging book, but some of the statements found in it 
will not be accepted by most orthopedists. The report of such a 
high incidence of recovery of the patients treated by the author 
should cause all physicians whose minds are not closed to new 
ideas to study the methods used and put them to the therapeutic 
test. 


Ciba Foundation Colloquia on Endocrinology. Volume 9: Internal Secre- 
tions of the Pancreas. Editors for Ciba Foundation: G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., and Cecilia M. O’Connor, B.Sc. Cloth. $7. Pp. 292, 
with 100 illustrations. Little, Brown & Company, 34 Beacon St., Boston 6; 
J. & A. Churchill, Ltd., 104 Gloucester Pl., Portman Sq., London, W.1, 
England, 1956. 


The present colloquium is a follow-up of a previous one dealing 
with carbohydrate metabolism that was held by the Ciba Founda- 
tion in 1952. A group of American and European workers re- 
viewed their recent experimental studies in this field. Their 
reports as well as the discussions that followed each report sum- 
marize most of the research that is now being conducted. The 
subjects treated are the effects of agents that specifically alter the 
alpha cells of the pancreas, glucagon, the chemical structure and 
configuration of insulin, the permeability of cells to glucose 
and other sugars, the hepatic actions of insulin, and the 
interactions of pituitary growth hormone and insulin in the organ- 
ism. Since the book deals primarily with animal experiments, it 
will be of primary interest to the research worker rather than to 
the clinician. The demonstration, however, that destruction of the 
islet tissue affects carbohydrate metabolism quite differently than 
does pancreatectomy and the observed actions of the hyper- 
glycemic glycogenolytic factor of the alpha cells may alter radi- 
cally our present notions of the pancreas and carbohydrate me- 
tabolism and may have practical clinical significance. As with the 
other volumes in this series, the editors and publishers have pro- 
duced a well-written and excellently printed book. 


Fluid Balance Handbook for Practitioners. By William D. Snively, Jr., 
M.D., Attending Physician, Evansville Child Health Clinics, and Michael J. 
Sweeney, M.D., Attending Physician, Evansville Child Health Clinics, 
Evansville, Ind. Cloth. $6.75. Pp. 326, with illustrations by Kathleen Cal- 
houn. Charles C ‘Thomas, Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill.; Blackwell Scientific Publications, Ltd., 24-25 Broad St., Oxford, 
England; Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 1956. 


This is an exceedingly well-written book by two authors who 
are well qualified to discuss this subject. They have presented 
all the problems of fluid imbalance in a simple logical fashion. 
The types and composition of body fluids and their shifts are 
specifically discussed. Electrolyte imbalance and all the clinical 
problems of acid-base equilibrium are included, and the 
methods of handling these problems are discussed. Specific in- 
structions for determining amounts, kind, and rate of fluids are 
suggested by a simple set of rules. There are actual case prob- 
lems presented at the end of the book as exercises for handling 
specific imbalances. This small volume can be read in a few 
hours. The format is pleasing, and the illustrations, figures, and 
tables are excellent. The bibliography is rather scant. This book 
can be recommended to all students and to practioners of med- 
icine and surgery who are confronted with problems of fluid 
imbalance. 


Textbook of Urolegy. By Victor F. Marshall, M.D., F.A.C.S., Associate 
Professor of Clinical Surgery (Urology), Cornell University Medical College, 
New York City. Cloth. $5.50. Pp. 268, with 66 illustrations. Paul B. 
Hoeber, Inc. (medical book department of Harper & Brothers), 49 E. 33rd 
St., New York 16, 1956. 


This bock represents a needed concise, accurate urologic text- 
book. The contents are well arranged and presented in a straight- 
forward manner. The urologic concepts are those current in 
the field of diagnosis and treatment. The diagrammatic represen- 
tation of urologic disease as a pyramid leading to a cure is clever. 
The base of that pyramid is an adequate history and physical 
examination, tools available to all interested physicians. The text 
reads easily and is occasionally interspersed with appropriate 
comments. This book is recommended for medical students and 
practicing physicians. 
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QUERIES AND MINOR NOTES 


LIGHTNING PAINS 


To tHe Eprror:—A 42-year-old man contracted syphilis in 
1938, after which he had a course of treatment of bismuth 
and mercury. This course was completed in 1944, and since 
then he has had penicillin ranging up to 6 million units. The 
primary symptom at present is apparently that of a neuritic 
pain largely involving the knees. X-ray revealed no evidence 
of syphilitic involvement, and neurological examination is 
negative. He has a persistently positive reaction to the Was- 
sermann, Mazzini, and Venereal Disease Research Laboratory 
tests. The pain this man is experiencing can be dulled with 
aspirin, Empirin, or Demerol, but not completely relieved. 
Otherwise he is in good health and is able to work in the oil 
fields regularly. What course of treatment might be available 
for prevention of the pain or at least a check of its frequency? 

M.D., Montana. 


ANSWER.—The information provided is inadequate to permit 
an opinion as to whether the neuritic pain primarily involving 
the knees is or is not potentially associated with the patient’s 
long-standing syphilitic infection. So-called neuritic pains in 
patients with late syphilis are practically always characteristic- 
ally lightning or lancinating in character. The character of the 
pain is sharp, stabbing, and knife-like, each individual pain last- 
ing only for a second or a fraction thereof. These pains tend 
usually to occur in the lower extremities and are characterized 
by the fact that they shift from one place to another, sometimes 
in a toe or sometimes in the ankle, the calf, the knee, or the 
thigh. They tend to occur in attacks of varying severity, ranging 
from minor inconvenience that is readily relieved by a mild 
analgesic, such as aspirin, up to attacks of agonizing severity 
that may require large doses of morphine or other powerful 
analgesics. The individual attack of pain may last for an hour 
or two only or may continue for days at a time. In most cases, 
the attack ceases either spontaneously or after administration of 
analgesic drugs, and the patient is completely free from dis- 
comfort in the interval between the attacks. This interval may 
vary from days or weeks to months. An extraordinary feature of 
this type of pain is that the attacks may be precipitated or trig- 
gered by several widely varied circumstances, including a 
change in the weather, an elevation of body temperature, the 
presence of focal infection, fatigue—whether physical or mental 
—and constipation. The attacks are only occasionally completely 
relieved by any form of antisyphilitic therapy, whether metal or 
antibiotic chemotherapy, though some patients may obtain par- 
tial relief in terms of lessened frequency and severity of attacks. 

The diagnosis of lightning pains depends entirely on the pa- 
tient’s description of his subjective discomfort, plus, in most 
cases, associated neurological evidence of tabes dorsalis. The 
pains are due to involvement of the posterior roots and columns 
of the spinal cord and may constitute the earliest symptom of 
tabes, appearing before there are objective evidences of neuro- 
logical damage. Pains of this nature do not occur in any other 
condition. If the patient’s pain is of the nature described, it 
seems reasonably certain that it is due to the old syphilitic in- 
fection and that confirmation of this may be had either by very 
careful neurological examination, with particular reference to 
objective evidence of damage to posterior columns of the spinal 
cord, and/or by examination of the cerebrospinal fluid, which 
does not appear to have been done. The management and treat- 
ment of lightning pains often call for the highest skill in the 
art of medicine, with many ancillary factors to be considered 
other than antisyphilitic treatment itself. In this particular 
patient, if the neuritic pain does not conform to the description 
given above, it is highly improbable that these pains have any- 
thing to do with syphilis. 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be cnswered. Every letter 
must contain the writer’s name and address, but these will be omitted on 


request. 


TOXICITY OF 2,4-DICHLOROPHENOXYACETIC 

ACID (WEED SPRAY) 

To THE Eprror:—A farmer who has been perfectly well began 
using 2,4-dichlorophenoxyacetic acid (2,4-D) to spray weeds 
several weeks ago. He inhaled considerable spray, after which 
he had a burning sensation in the throat and chest, became 
weak, and lost his appetite and some weight. Examination of 
the urine revealed nothing except 2+- albumin, with ino casts 
or blood cells. On discontinuing use of the spray, he gradually 
improved and the urine has cleared up. This trouble came on 
also last year and the year before when he used the same 
spray. On two occasions, he had two other men helping him, 
both of whom became ill in a similar manner, requiring sev- 
eral weeks for recovery. In the July 18, 1953, issue of Tue 
JourNAL, page 1144, the following statement appeared in an 
editorial “Relief from Ragweed”: “2,4-D is comparatively 
harmless to animals and humans.” The article also states that 
“the dusts of 2,4-D can be irritating to the eyes and respira- 
tory tract,” but no reactions were mentioned that were as 
severe as apparently occurred in these people. Could this ill- 
ness be due to inhalation of 2,4-D? 


W. E. Wilson, M.D., Northfield, Minn. 


Answer.—All available evidence tends to indicate that the 
sodium salt of 2,4-D is relatively nontoxic when wet or dry 
clouds are inhaled. Animal experiments with this material did 
not produce any evidence of lung irritation; however, in con- 
centrated form it is likely to be irritating. The oral L. D.w for 
mice is about 280 mg. per kilogram. Injection of 150 to 200 mg. 
per kilogram produced myotonia followed by sluggishness and 
shallow respiration in mice. There is a possibility of individual 
sensitivity to 2,4-D in persons susceptible to phenol compounds; 
2,4-D formulations contain petroleum distillates that may cause 
varying degrees of discomfort. This factor should be taken into 
— in complaints after exposure to this class of herbi- 
cides. 


SIDE-EFFECTS OF RADIOTHERAPY 


To THE Eprror:—Has the value of nicotinamide been scientifi- 
cally demonstrated for the prevention of the side-effects of 
radiotherapy? In the city, most of the radiologists routinely 
prescribe liver extracts and/or vitamin By for patients ex- 
posed to x-rays to prevent postradiotherapeutic leukopenia 
and anemia. This practice seems illogical, particularly in 
leukemias and allied disorders, because well-conducted radio- 
therapy is likely to relieve a preexisting anemia and not aggra- 
vate it and these substances probably further the development 
of the leukemic cells. Are these assumptions correct? What 
about the use of glutathione, cysteine, thymonucleic acid, and 
cortisone to prevent the side-effect of radiotherapy? 


Jacques Messerschmitt, M.D., Algiers, Algeria. 


ANSWER.—There are two categories of side-effects of radio- 
therapy to be considered: First, nausea, vomiting, and malaise 
after treatment and, second, leukopenia and depression of plate- 
lets and eventual anemia. In the first category, derivatives of 
vitamin B complex, such as nicotinamide or nicotinic acid, with 
or without pyridoxine hydrochloride, have been helpful on 
clinical trial. Gravidox, which is a mixture of 20 mg. of pyridox- 
ine hydrochloride and 20 mg. of thiamine hydrochloride, three 
tablets three times a day, may be helpful. In regard to the second 
category, leukopenia and depression of platelets may follow total 
body irradiation or treatment over large areas of the body as 
commonly given for lymphomas and leukemias. There is no - 
reason for routine administration of liver extract and vitamin Bs 
for this difficulty. Small doses of cortisone acetate, usually 25 mg. 
given twice daily, until the white blood cell count returns to 
normal, may be helpful in many cases. Many experiments with 
animals have been reported using glutathione and cysteine after 
heavy doses of total body irradiation, but it is not believed that 
these substances have been used to any extent clinically, 
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POSTNASAL TAMPON FOR NASAL HEMORRHAGE 
To THE Eprror:—Is there information available on the origin of 
the routine postnasal pack used for nasal hemorrhage? 
Ernest E. Alvin, M.D., San Francisco. 


Answer.—A brief mention of the postnasal tampon technique 
was given by Philipp Scheck in 1884. The historical documenta- 
tion of this procedure is not so simple, as it means ferreting out 
of a case description of such a technique that might be so identi- 


fied. Priority is lost in antiquity and may not be well established, 


but one of the best descriptions was offered by P. McBride in 


his “Diseases of the Throat, Nose and Ear” (ed. 2, Philadelphia, 


P. Blakiston’s Son and Company, 1894, pp. 272 and 273). It 
follows: “If it is desired to plug the posterior nares a small-sized, 
soft rubber catheter is the best instrument to employ. To its 
extremity is attached a string of sufficient length. The point is 
now passed into the nostril, while the patient sits, with open 
mouth and light thrown on the pharynx, before the surgeon. 
When the latter sees the catheter appear below the palate he 
seizes it with dressing forceps, and pulls it and the attached 
string out through the mouth, A pledget of lint, preferably sat- 
urated with vaseline, to which some antiseptic has been added, 
if there be a prospect of the plug having to remain in situ for 
any length of time—is now attached to the string about 18 inches 
from its extremity, and pulled up behind the palate, after which 
the two projecting strings are tied together. It is often useful 
at this juncture, to introduce the finger to guide the pledget past 
the uvula and soft palate. If it be only desired to plug the an- 
terior nares, a long strip of lint—saturated with vaseline to prevent 
sticking—is pushed in by dressing forceps. Plugs produced by 
distending membranous or india rubber bags, with air or fluid, 
have been employed, but they seem only complicated methods 
of arriving at the same result.” 


INSECTICIDAL FOGGING OF HOSPITAL GROUNDS 


To THE Eprror:—We purchased an insecticidal fogging machine 
in an endeavor to control mosquitoes and flies in the vicinity 
of the hospital grounds. The active ingredients in the insecti- 
cide used are chlorophenothane, 8%; isobornyl thiocyanoace- 
tate, 1.55%; related terpenes, 0.45%; and petroleum distillate, 
92.5%. Please advise as to the danger, if any, to human and 
plant life and, also, as to the precautions to be taken and/or 
substitutes to be used in the fogging procedure to rid the area 
of mosquitoes and flies. 

Louis J. Ptacek, M.D., Oconomowoc, Wis. 


Answer.—If the fogging is done by responsible and trained 
persons acquainted with the dispersal of such preparations, it is 
rather unlikely that members of the hospital community would 
be exposed to dangerous amounts of the material from either 
acute or chronic toxicity viewpoints. Contamination of fruit or 
vegetables in gardens or in the hospital is equally unlikely be- 
cause of the nature of the dispersal and the small quantities of 
the insecticidal materials used. Persons suffering from asthma or 
hay fever might experience respiratory difficulty if they were in 
immediate contact with the fog. Fogging operations, however, 
are usually conducted after sundown, or later in the evening, and 
at distances of 25 to 50 ft. from the nearest dwellings. The nature 
of the dispersal and the meteorologic conditions for successful 
fogging operations are such that gross exposure to fogs by such 
persons can be readily avoided. Wildlife is reported to be not 
injured when large areas of forest are fogged with chloropheno- 
thane. Birds, bees, butterflies, and other forms of beneficial life 
commonly seen around residential areas are also probably safe 
for the same reasons. 


TREATMENT OF HYPERPIGMENTATION 
To THe Eprror:—I would like information regarding the use of 
monobenzyl ether of hydroquinone in the treatment of hyper- 
pigmentation of the skin. 
E. G. Kettelkamp, M.D., Monona, Iowa. 


ANSWER.—Monobenzy] ether of hydroquinone (MBH) is the 
only known chemical agent that inhibits the formation of melanin 
pigment when applied to the skin. Other drugs, including the 
so-called bleach creams, bring about an apparent decrease in skin 
pigmentation by exfoliation of the outer pigmented horney layer. 
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Although MBH is an effective topical agent for decreasing 
melanin pigmentation, it has several major disadvantages: 
1. About 13% of patients develop a contact dermatitis. 2. The 
decrease in pigmentation is very slow, requiring six to nine 
months in some patients. 3. The resulting depigmentation is 
often not uniform but mottled, especially in the Oriental and 
Negroid races. 4. For some unknown reason MBH is effective in 
only a relatively small percentage of patients treated. The use of 
MBH should therefore be limited to disfiguring melanin hyper- 
pigmentation in the Caucasian race. If no effect is noted after 
9 to 12 months of application, therapy should be discontinued. 
MBH, being an inhibitor of melanin formation, has no effect on 
pigmentation resulting from iron, silver, or artificial pigments. 
A commercially available ointment contains 20% MBH in a 
washable base. 


FISH POISONING 


To THE Eprror:—A patient in Havana, Cuba, had an acute epi- 
sode of diarrhea lasting seven days. He claimed to have eaten 
fresh broiled barracuda meat, which he caught himself. Even 
though the barracuda is a man-eating fish, is there any special 
reason why this type of fish poisoning is different from other 
fish or shellfish poisoning? 

C. D. J. Generales, M.D., New York. 


Answer.—Fish poisoning resulting from the ingestion of fresh 
(unspoiled) barracuda is generally classed under the syndrome 
known in the Caribbean area as ciguatera. More than 300 species 
of fish have been reported as being capable of producing cigua- 
tera-like symptoms. Prolonged diarrhea is a common component 
of this complex. The only relationship between the barracuda’s 
man-eating tendencies and its toxicity is its size, i, e., only the 
larger specimens are likely to be dangerous. Shellfish poisoning 
is caused by a toxic substance found in certain marine protozoa 
(dinoflagellates), on which the shellfish inadvertently concen- 
trate for food during certain seasons of the year. The poisonous 
substance that produces shellfish intoxication is not the same as 
that which produces ciguatera-like symptoms. 


BCG VACCINATION 


To THE Eprror:—May I point out in answer to the query entitled 
“Exposure of Children to Tuberculous Grandmother” 
(J. A. M. A. 161:926 [June 30] 1956) that I would recommend 
BCG vaccination if the grandchildren have a negative reaction 
to the tuberculin test. Six to eight weeks after vaccination, if 
the children’s reactions to the tuberculin test have become 
positive, let them visit the grandmother, who I assume is 
receiving antimicrobial treatment. I would have the grand- 
mother as well as the children take the accepted precautions 
against infectious disease. This advice is based on my long 
experience, both in the laboratory and in the field, with the 
use of attenuated, viable tubercle bacilli as immunizing agents 
against tuberculosis and is supported by the experiences of 
other investigators. The consultant’s answer has become prac- 
tically a slogan for those who have had little experience with 
immunizing agents in tuberculosis and has also been used by 
opponents of other forms of vaccination and treatment. It 
would be of interest to readers of THE JOURNAL, and to those 
of us engaged in the study of immunization against tubercu- 
losis, if the consultant would present the statistical data on 
which he bases his statements and compare them with the 
data of Ferguson, Rosenthal, the Medical Research Council, 
myself, and others who have evaluated BCG vaccine under 
control conditions. 

In support of my own views, may I summarize a study, 
which was initiated in 1936 and which culminated in 1956, to 
determine under field conditions the value of BCG vaccine. 
A group of 1,551 children of preschool and school age who had 
negative reactions to the tuberculin test received an intra- 
cutaneous injection of BCG vaccine and were not revaccinated. 
A group of 1,457 children of comparable age and sex who 
had negative reactions to the tuberculin test received an intra- 
cutaneous injection of saline solution and served as controls. 
An analysis of 26,580 roentgenograms of the chest taken an- 
nually for the first 9 to 11 years of this study showed that 4.1% 
of the vaccinated and 16.4% of the control patients showed 
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tuberculous lesions—0.7% miliary in nature, none among the 
vaccinated; 12.5% and 14.8% of the vaccinated and control 
patients, respectively, showed nontuberculous lesions. An 
appraisal of the protective value of BCG vaccine, 15 years 
after the initiation of the same study, was published in Tue 
JourNnaL (149:334 [May 24] 1952) by C. F. Aronson and me. 
At that time, 12 of the vaccinated and 65 of the control pa- 
tients had died of tuberculosis while 59 and 63 of the vacci- 
nated and control patients, respectively, had died from 
nontuberculous causes. Of the 65 deaths from tuberculosis, 19 
had been due to miliary tuberculosis. None of the vaccinated 
patients had died from this form of tuberculosis. 

In 1956, 18 to 20 years after the initiation of the study, we 
again determined the mortality from all causes and from 
tuberculosis among the 3,007 persons in the study, and traced 
all but 24 persons. At this time we found that 13 of the vacci- 
nated and 68 of the control patients had died from tuberculosis, 
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45 of the vaccinated and 42 of the control patients had died 
from nontuberculous diseases, and 44 of the vaccinated and 
40 of the control patients had died from the results of violence. 
The preliminary report of the Medical Research Council, 

published in the British Medical Journal, Feb. 25, 1956, shows 
that among over 50,000 adolescents followed in this study the 
annual incidence of tuberculosis was 0.37 per 1,000, com- 
pared with 1.94 per 1,000 among the control patients. Will the 
consultant cite any reference indicating that multiple cases of 
tuberculosis have followed the use of BCG vaccine from one 
laboratory or from one lot of vaccine? 

Joseph D. Aronson, M.D. 

Henry Phipps Institute 

Philadelphia. 


For additional discussion of this subject, see THe JourNaL, 
Oct. 13, 1956, pages 698-700.—Eb. 
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From time to time there will be published in this section of THe Journat brief but not necessarily com- 
plete reviews of some of the newer clinical aspects of medical research and practice. This material is gathered 


specifically for THe JouRNAL.—Eb. 


NONSPECIFIC DEFENSE 
MECHANISMS OF THE BODY 


Current interest in the study of natural resistance to infection 
found expression at a conference of the New York Academy of 
Sciences, Section of Biology, in New York. The mechanisms 
of “general resistance” are being unraveled gradually. There 
are several independent defense systems by which the body 
guards against invading bacteria, viruses, and protozoa. Some 
of these mechanisms have been defined recently. 

The Properdin System.—The recognized components of the 
properdin system are properdin, complement, and magnesium 
ions.' According to its discoverer, L. Pillemer,? Western Reserve 
University, Cleveland, properdin is a euglobulin that contains 
lipid, carbohydrate, and phosphorus. It is normally always pres- 
ent in the serum of man and mammals without previous anti- 
genic stimulation. Serum from rats reared under sterile condi- 
tions contains a normal amount of properdin. Properdin is not 
an antibody. Its action is nonspecific. To become active, proper- 
din requires complement (C’) and magnesium ions. 

While it was thought in the past that the presence of antibody 
is necessary for the action of complement, the discovery of the 
properdin system has demonstrated that complement also plays 
a part in bactericidal defense mechanisms that act in the ab- 
sence of specific antibodies. Four components of complement 
have been identified: C’1, C’2, C’3, and C’4. All four compo- 
nents are essential in the properdin system. To kill gram- 
negative bacteria, for instance, C’1, C’2, C’3, C’4 and mag- 
nesium ions must be present. 

Magnesium in the properdin system cannot be replaced by 
sodium or calcium. Under experimental conditions—and only in 
unphysiologically high concentrations—cobalt or manganese may 
replace magnesium. Thus, under normal circumstances, mag- 
nesium plays an essential part in the body’s natural defense 
against infection. 

Normal human serum contains 4-8 units of properdin per mil- 
liliter, rat and mouse serum 25-50 units, and guinea pig serum 
less than 3 units. One may speculate whether these species 
variations reflect differences in natural resistance to infection. 
Stray dogs have a properdin level that varies from the normal 
for dogs of 12 to 18 units per milliliter to near 0. In some areas, 


especially in the South, stray dogs have an almost uniformly 
low titer. If they are given proper care and good food, their 
titer can be restored to a normal level. 

In normal individuals the properdin level remains constant. 
It bears no relation to age or sex. L. Pillemer* and C. F. Hinz 
Jr. and J. R. Murphy,* Western Reserve University, Cleveland, 
have reported that fever, variations in the leukocyte count, and 
some other factors do not influence the properdin level. In 
patients with infections due to gram-negative bacteria, pneumo- 
cocci pneumonia, and paroxysmal nocturnal hemoglobinuria, it 
has been found that the properdin level is low. 

In vitro, the properdin system present in normal human serum 
destroys bacteria, inactivates viruses, kills protozoa, and lyses 
abnormal erythrocytes. In experimental animals, there appears 
to be a relation between the serum properdin level and shock, 
susceptibility to bacterial invasion after irradiation, and resist- 
ance to infection in general. 

J. Fine, Harvard Medical School, Boston, and his collabora- 
tors have found that hemorrhagic shock in dogs reduces the 
serum properdin level considerably, while there is no change in 
the total and differential leukocyte count or in the hemolytic 
activity of complement in vitro.° 

O. A. Ross,®° Western Reserve University, Cleveland, has 
reported that total body irradiation of mice results in a pro- 
found drop in the properdin level and fatal bacteremia. The 
effects of the administration of properdin under these circum- 
stances have been studied. When properdin is given during the 
postirradiation period, it partially protects the animals and pre- 
vents death. When it is given too early, it does not prevent the 
onset of bacteremia. Pillemer believes that it may be dangerous 
to give properdin at the height of bacteremia, since its bacteri- 
cidal action may release such an overwhelming amount of en- 
dotoxin at one time as to cause toxic shock and death. 

The bactericidal action of the properdin system has been 
demonstrated.” When bacteria invade the blood stream they 
are attacked immediately. This is a nonspecific effect. Specific 
antibodies in response to antigen stimulation are only formed 
after several days. The properdin system thus forms the first 
defense. Its action is supplemented by the formation of anti- 
bodies that deal with the surviving bacteria. 
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According to D. Rowley,* St. Mary’s Hospital, London, 
England, the lipopolysaccharide fraction in bacterial cell walls 
may be the substrate for the serum bactericidal reaction. He 
found that following the injection of cell walls of various gram- 
negative bacteria there were changes in nonspecific immunity to 
experimental infection with Escherichia coli and Salmonella 
typhosa. In addition to these organisms, M. Landy,® Army 
Medical Service Graduate School, Washington, D. C., has shown 
that injection of lipopolysaccharides into mice also causes a tran- 
sient increase in nonspecific resistance to experimental infection 
with Proteus vulgaris and Pseudomonas aeruginosa. This in- 
crease in resistance following bacterial lipopolysaccharide injec- 
tion is accompanied by elevated properdin titers.'° 

Highly purified lipopolysaccharides have been prepared.'' 
Lipopolysaccharide from Salmonella abortivoequina is a power- 
ful pyrogen, and its effects when injected into man have been 
studied.’* The question yet to be answered is whether injection 
of such lipopolysaccharides prepared commercially offers a prac- 
tical way of raising the properdin level clinically. 

Fresh normal serum inactivates influenza A and B, mumps, 
Newcastle disease, and vaccinia viruses; in conjunction with 
antibody, it also inactivates Rous sarcoma, Western equine en- 
cephalomyelitis, herpes simplex, and dengue viruses. It is in- 
active against poliomyelitis and the recently described adeno- 
viruses. H. S. Ginsberg and R. J. Wedgwood,'* Western Reserve 
University, Cleveland, have shown that the properdin system 
inactivates the virus of Newcastle disease. There is no evidence 
yet as to the role that the properdin system may play in natural 
or acquired immunity to viral infection in man. The heat-labile 
component of normal serum reported in 1949, which neutralizes 
virus infectivity and inhibits hemagglutination,’* is probably 
identical with properdin.’ 

Also, the heat-labile serum components and magnesium re- 
quired for toxoplasma antibody to exert its adverse effect upon 
the parasite may be identical with the properdin system, accord- 
ing to H. A. Feldman,'* State University of New York, Syracuse, 
and other workers.’® 

Recent studies in man '’ indicate that various types of anes- 
thesia, elective surgery, accidental trauma, adrenalectomy, and 
removal of the spleen do not cause significant changes in the 
serum properdin titer. The properdin level has been found to 
be depressed in certain surgical cases in association with peri- 
tonitis, pneumonitis, atelectasis, paralytic ileus, gastrointestinal 
hemorrhage, and wound infection following burns. In a few 
patients subjected to extreme variations in corticosteroid main- 
tenance therapy after adrenalectomy, no significant changes in 
serum properdin titer were noted. 

At present, properdin is not available for clinical use. Two 
ways of increasing the amount of naturally occurring properdin 
are being considered: (1) the injection of lipopolysaccharides 
and (2) the fractionation of plasma. 

Little is known yet about the practicability of the fitst method. 
The second method is under intensive study in Boston. Since 
the preparation of propercin from serum presents a number 
of difficulties, plasma from blood collected over an exchange 
resin is being used. Initial laboratory production promises a 
yield of about 1 million units of purified properdin per year. 
With pilot plant production, it should be possible to increase 
this yield to about 6 million units per year, and with other 
measures now contemplated perhaps to more. 

Before properdin can be made available for clinical use, 
problems of sterility, stability, and freedom from pyrogenic and 
other untoward effects must be solved. J. Fine estimates that 
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an adult depleted of properdin may require a therapeutic dose 
of as much as 10,000 to 20,000 units; hence the amount for 
clinical investigation that may be expected for the time being 
will be very little indeed. 

Other Defense Mechanisms.—J. L. Tullis and D. M. Sur- 
genor,'® Harvard Medical School, Boston, have reported the 
isolation of two new proteins that control the ability of leuko- 
cytes to ingest bacteria. They were isolated from plasma. One is 
a betaglobulin; the other, an alpha-1 globulin. They are differ- 
ent in their chemical behavior, but similar in their physiological 
activity of promoting phagocytosis. They have been called 
phagocytosis-promotion factors. Purified preparations of proper- 
din have no phagocyte-stimulating effect. 

J. G. Hirsch,'* the Rockefeller Institute for Medical Research, 
New York, has investigated the mechanism that leads to intra- 
cellular death of engulfed micro-organisms. He believes that 
lysozyme present in polymorphonuclear leukocytes does not ac- 
count for the bactericidal power of these cells, since many 
micro-organisms insusceptible to lysozyme are killed in phago- 
cytic cytoplasm. He has isolated a specific protein from the cyto- 
plasm of polymorphonuclear leukocytes, which is thought to be 
responsible for the bactericidal action. The name phagocytin 
has been proposed for this protein. Its enzyme type of action is 
different from that of previously known antibacterial agents de- 
rived from tissues. 

The study of these and other factors that may play a role in 
the natural defense mechanisms of the body is being actively 
pursued. 
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8 oz. bottles 
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sis control. Apply: Orange County Personnel Depat 
ment, 644 North Broadway, Santa Ana, California. 


WANTED — ASSISTANT MEDICAL DIRECTOR Fo! 
Mineral Springs Sanatorium, Cannon Falls, Minnesoti 
100 bed county tuberculosis hospital with active medica 
surgical, out-patient and investigative programs: sala 
determined by experience; furnished house and utilitie 

supplied; applicant must be male graduate of approve 

medical school and eligible for Minnesota license. A 

dress: E. V. Bridge, Superintendent, t 


% WEST COAST MEDICAL COUNSELLORS 


8 821 MARKET STREET 
SAN FRANCISCO 3, CALIFORNIA 


SPECIALISTS IN MEDICAL PLACEMENT 

CALIFORNIA—OREGON—WASHINGTON 
Outstanding opportunities. General Practitioners 
Board Specialists qualified to Head Departments, As* 
clations Group Clinics Hospitals Industrial 
Please write for an Analysis Form so we may prep 
an individual survey for you. No registration fee. 

STRICTLY CONFIDENTIAL 


(Continued on page 70) 
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Kodak 
Movie Maker ? 


OU’RE watching a brilliant motion pic- 
h eee of an orthopedic procedure. You 
marvel as the film runs on—needle-sharp— 
smooth—the colors crisp and clear. A surgeon 
friend of yours made it. You know he used 
a 16mm Kodak motion-picture camera. But 
which one? The Cine-Kodak Royal Maga- 
zine Camera? The Cine-Kodak K-100? Or 
the Cine-Kodak Special II ? 


Actually, he could have used any one of 
the three cameras shown here. All are capa- 
ble of magnificent results. 


See your Kodak photographic dealer, or 


write for details. 


Prices include Federal Tax where applicable and are subject to 
change without notice. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


a 
* 
$ are 
raph 
DAVID LUBIN Medual 
USVA Hospeal 
Cine-Kodak K-100 Turret Camera: 


Accepts any three fine Kodak Cine 
Ektar Lenses—15mm to 152mm 
—combined with matching 
viewfinders. Powerful pre- 
stressed spring motor produces 
steady, accurate film speed—up to 40 
feet with one winding. Priced from 
$315 (single lens model from $279). 


Cine-Kodak Special |i Camera: 
The ultimate in motion-picture cameras. Two-lens 
turret accepts any of seven Kodak Cine 
Ektar Lenses. Two-finder system — 
reflex, for critical, through-the-lens 
focusing and framing; eye-level, for 
following action. Special controls 


Cine-Kodak Royal Magazine 
Camera: The convenience of maga- 
zine loading plus the excellence of 
Kodak Cine Ektar Lens, 25mm 
f/1.9. Choice of speeds; optical 
finder; pin-point focusing; easy 
adaptability to Kodak movie aids. 
Price, $179.50. 


for special effects. Price, with 
25mm //1.9 lens, 100-ft. film 
chamber, $1,195. 


Serving medical progress through Photography and Radiography 


al 
nts 
ge th 
1e sain 
| 
ferenca 
rules oj 
5 
D 
| 
— 
| 
| 
¥ 
= 
Kodak 
prep SRADE MARK. 5 
| 
| > 


urinary ammonia in. wet | 
up to hours. 


TONICS AND SEDATIVES 


my favorite story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


On taking a train, the bride and groom 
tipped the porter generously so that he 
would keep their newly wedded state a 
secret. The next morning, conscious of the 
knowing glances cast his way, the angry 
groom called the porter, asking him for an 
explanation. 

“Goodness, boss,” he replied, “I didn’t 
tell anybody. Some people asked me if you 
two were just married, and I said, ‘No, they 
are just good friends.’ ” 


About a block ahead of a Sacramento, 
Calif., cop who was looking for parking 
meter violations, a young woman scurried 
along, inserting a coin in every meter that 
showed a red flag. On the seat of each 
reprieved car she left an envelope and this 
note: “Dear carowner, you have overparked, 
and there is a policeman only a few cars 
away. I have put a penny in your meter, 
giving you an additional 12 minutes. You 
have been saved $2.50 for a parking ticket. 
Will you put a portion of that money into 
the attached envelope.” 

The envelopes, stamped and addressed 
to the County Home for Children, brought 
in a really substantial sum. 


Running into her former suitor at a party, 


the girl decided to snub him, “So sorry,” she 
murmured when the hostess introduced 
him, “but I didn’t get the name.” 

“I know you didn’t,” said the ex-suitor, 
“but you certainly tried hard enough.” 


the younger generation 


The antics of the small fry are always 
good for a chuckle or an outright guffaw. 
Here are some examples: 

In France, when police discovered that 
the culprits who tore up the farmer’s cab- 
bage patch were seven small girls “looking 
for babies,” the farmer cheerfully withdrew 
his charges. 


(Continued on page 64) 
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Desenex: 


OINTMENT AND POWDER 
ZINCUNDECATE 


SOLUTION UNDECYLENIC 
ACID 


Night 


Nightly application of Desenex 
ointment is both convenient 
and effective 


Day 


Dusting every morning with 
Desenex powder and gently 
rubbing it in insures continu- 
ous therapy throughout the day 


ANTIPRURITIC 
VIRTUALLY NONIRRITATING 


Available at all 
pharmacies 


Write for samples 


| 62 
| | SUPERFICIAL FUNGOUS 
| DERMATOMYCOSIS PEDIS 
Yy | | 
ANTISEPTIC 
| Inhibits the formation of 
| 
| Supplied in packages | 
| of. 40. 
AD Division WALLACE & TIERNAN ING. 
HOMEMAKERS’ PRODUCTS CORPORATION MANY ST. BELLEVILLE 9 NEW JERSEY, 
| Second Avenué, New York 10, New York (Naltie 
36-48 Caledonia Road, Toronto 10 ‘Conado ff 
of 
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When you prescribe NORISODRINE in the AEROHALOR, 
your bronchial asthma patients have fast-acting relief right 
in the palm of their hands. That’s because the AEROHALOR 

is so small it fits pocket or purse, ready for instant 

use at the first sign of bronchospasm. 

More important, NORISODRINE is almost as quickly 
effective as intravenous or intramuscular treatment. Yet, 
serious side effects are minimized because systemic pressor 
action is insignificant, and dosage can be accurately 
adjusted to individual need and tolerance. 

Why not keep a few AEROHALORS with NoRISODRINE in your 
office so you can get your patients started without delay? 


(Isoproterenol Sulfate, Abbott) 


bbott 


FITS POCKET OR PURSE 


NORISODRINE  ‘suttate Powder / in the AEROHALOR’ 


(Abbott’s Powder Inhaler) 


611234 


is can you spot the bronchodilator, Doctor? : 
| 


THE PRACTITIONER 


PRODUCTS OF PARTICULAR INTEREST TO 


WITH DRY, SENSITIVE SKIN— 


NIVEA CREME 
NIVEA SKIN OIL 


and superfatted 


Trial supply on request 


LABORATORIES, INC. 


SOUTH NORWALK, CONN., U. S.A. 


AND HIS_ PATIENTS 


SOAP 


Outguessing your second 
Guessers in Stubborn 


Cases of 
OBESITY 


It's Easy with 


Brand of d, Amphetamine Sulfate 


This‘NEW DOSAGE FORM not 


readily recognizable by the most 
astute patient. 


SMALL, RED, SOFT GELATIN 
SPHERES, containing 5 mg. dextro 
amphetamine sulfate. Thin wall capsule 
releases amphetamine in 90 seconds. 
Nonaqueous vehicle and sub-micron 


4 particle size assures maxi- 
T UTA mum therapeutic response. 
S$. J. TUTAG & CO. 
19180 Mt. Elliott Avenue 
Detroit 34, Michigan 


Don’t miss it . . . the leading 
medical meeting of the year 
A.M.A. Clinical Meeting in 
Seattle, Nov. 27-30, 1956 


$14.75 Krinkle 
12 for $27.50 Kimonas, 
24 for $54.00 
REQUIRE NO IRONING .. 
yet can “‘take’’ public laun- 
dering. 48’’ long; open full 
length. And they’re O.K. for 
X-ray. 
COUPON WILL SAVE YOUR TIME 


TECKLA GARMENT CO. 
P. O. Box 863, Worcester 1, Mass. 


Gentlemen: Please send the quantities of 
TECKLA KRINKLE KIMONAS indicated 


below. Send C.0.D.__or Postpaid___ 


SIZE COLOR BUST | QUANTITY 
of TIES] measure wanted 


1. SMALL] BLUE 42” 
2: MED. WHITE 52” 
13: LARGE] PINK 60” 


TECKLAS ‘‘on duty” in 48 STATES 


‘ 
‘ 


pays postage on CASH 


J.A.M.A., November 24, 1956 
TONICS AND SEDATIVES (Continued) 


In Memphis, Tenn., a 7-year-old girl put 
a quarter in the church collection plate, 
hesitated, then added a penny. 

“For the tax,” she whispered to the usher. 


In Hartford, Conn., a 9-year-old boy was 
held by police for taking money from a 
local office. They had traced him through 
his little girl friend’s picture, which he had 
dropped in his hurry to get away. 

Confronted with the evidence, the young 
delinquent grumbled, “I knew she would 
get me in trouble.” 


Checking up on a Communist club in a 
local school in the state of Washington, 
parents and police found that the young 
members had no inkling of what Commu- 
nism meant. They said they had picked it 
for their organization’s name because it 
sounded bad. 


A Syracuse, N. Y., traffic policeman who 
had set up an electrical timing device to 
trap speeding motorists finally discovered 
why all the cars that passed were driving 
so slowly. 

Two small boys a block away were car- 
rying signs reading: “Danger, Slow Down, 
Police Ahead.” 


In a southern town a 4-year-old was 
busily playing on the streets with this sign 
on his back: “Don’t catch my cold.” 


quotes of the week 


“A kiss that speaks volumes is seldom a 
first edition.” 
a 


“People, like boats, toot loudest when 
they are in a fog.” 


“It is better to understand a little than 
to misunderstand a lot.” 


. . 
A neurotic is a person who, when you 
ask how he is, tells you.” 


“A legend is a lie that has attained the 
dignity of age.” 


On a Texas highway there is a sign that 
reads: “This is God’s country; don’t drive 
like Hell.” 


(Continued on page 68) 
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blue at breakfast? 


BONADOXIN 


(BRAND OF MECLIZINE DIHYDROCHLORIDE, PYRIDOXINE HYDROCHLORIDE) 


S tops morning Fifteen investigators have now con- 


firmed BONADOXIN’s efficacy. In 
287 patients treated for nausea and 


S whness vomiting of pregnancy, BONADOXIN 


was “‘of great benefit in 90.8% of the 


ae a oft ten “within cases.” Complete relief was often 


afforded “within a few hours.’ 


a few hours?” Each BONADOXIN tablet contains: 


Mild cases: One BONADOXIN tablet 

at bedtime. Severe cases: One at 
____ bedtime and on arising. In bottles of 
25 and 100, prescription only. 


1, Groskloss, H. et al.: 
Bonadoxin®: a unique control for 
nausea and vomiting of pregnancy. 
Clin. Med. 2:885 (Sept.) 1955. 

2. Tartikoff, G.: The antiemetic 
function of Bonadoxin in the 
nausea and vomiting of pregnancy. 
Clin, Med. 3:223 (Mar.) 1956. 
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for Triple Sulfas! 


Now more and more physicians are trying sulfas first in the treat- 
ment of most common infections. 


They base their preference for sulfas on lower cost, relatively few 
unpleasant side effects, outstanding effectiveness against a great 
variety of organisms. 


A first choice is the Triple Sulfa formulation combining equal 
parts of sulfadiazine, sulfamerazine, and sulfamethazine—the sul- 
fonamides most frequently prescribed because of their effectiveness 
in a wide antibacterial spectrum, their comparatively low toxicity, 
and the ease with which high blood levels are maintained.'? 


(U.S.P. XV Trisulfapyrimidines.) 


Triple Sulfa preparations are available from leading pharmaceutical 
manufacturers under their own brand names. 


American Cyanamid Company, Fine Chemicals Division, 30 Rocke- 
feller Plaza, New York 20, New York. 


TRIPLE SULFAS 


Meth-Dia-Mer Sulfonamides 


SULFADIAZINE SULFAMERAZINE SULFAMETHAZINE 


1. Goodman, L. S., and Gilman, A.: The Pharmacological Basis of Therapeutics, Ed. 2, 1955, The 
Macmillan Co., New York, pp. 1276-1320. 

2. Krantz, J. C., and Carr, C. J.: The Pharmacologic Principles of Medical Practice, Ed. 3, 1954, 

The Williams & Wilkins Co., Baltimore, pp. 125-148. 
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TAMPAX 


a clinically 
accepted method of 
menstrual hygiene 


“Free from harm or irri- 
tation to the vaginal and 


cervical mucosa.” 


Karnaky, K. J.: Western Journal of 
Surgery, Obstetrics and Gynecology, 
Vol. 51, pp. 150-152. 


“No evidence that the use 
of the tampon caused ob- 
struction to menstrual 


flow.”’ 


Thornton, M. J.: American Journal 
of Obstetrics and Gynecology, Vol. 46, 
pp. 259-265. 


“Does not impair stand- 


ard anatomic virginity.” 


Dickinson, R. L.: The Journal of the 
American Medical Association, Vol. 
128, pp. 490-494. 


Clinical 


“Basy and comfortable to 


use and eliminated odor.” 


Sackren, H. S.: Clinical Medicine, 
Vol. 46, pp. 327-329. 


Three absorbencies: Junior, 
Regular, or Super Tampax 
meet varying requirements. 


Professional samples and re- 
prints of these papers fur- 


nished on request. 
AMA—24-11-6 

Tampax Incorporated 

Palmer, Massachusetts 


TONICS AND SEDATIVES (Continued) 


A disconcerted pastor reread the note 
that accompanied the box of goodies he and 
his wife had received from an old lady- 
parishioner. “Dear Pastor, Knowing that you 
do not eat sweets, I am sending candy to 
your wife and nuts to you.” 


* 
The young husband had agreed to the 


purchase of a vacuum cleaner, but he was 
opposed to the idea when he found that his 
wife had ordered the deluxe model instead 
of the standard. “But, dear,” his wife ex- 
plained, “it won’t cost more; all we have to 
do is to pay a little longer.” 


There is a story told of an old resident 
in Kentucky who was celebrated for his 
wisdom. A young man asked him: “How 
come you are so wise?” 

“Because,” said the old man, “I have got 
good judgment. Good judgment comes from 
experience and experience, well, that comes 
from poor judgment.” 


One morning when Samuel Goldwyn fin- 
ished reading a script from a newly op- 
tioned writer, he called the anxious writer 
to him and said, “This is a perfect script. 
It is the only scenario I ever saw that there 
is nothing wrong with it. I want you to have 
100 copies made and send one to every 
member of my staff. I want everybody at 
the studio to see a perfect script.” The 
writer was delirious with pleasure. 

“And hurry,” added Goldwyn, “before I 


start rewriting it.” 


A very wise man once decided to solve a 
dispute about an inheritance of land from 
a deceased father in the following manner: 
Let one brother divide the land, and let the 
other one have first choice. 


J.A.M.A., November 24, 1956 


HARTER MODEL 67-T 
EXECUTIVE 
POSTURE CHAIR 


GREAT CHAIR 
TO KEEP YOU 
ON TOP OF 
YOUR JOB 


To mecve up close to your work — to 
enjoy the cool comfort of deep molded, 
foam rubber cushions — to have the 
support of a curved-to-fit backrest at all 
times — just try the Harter Model 

67-T Executive Posture Chair. Through 
compact design, special arms, and precise 
handwheel adjustments this chair 
becomes part of you as you work. 


Write for free booklet, ‘Posture Seating 
Makes Sense.’’ We'll send you the name of 
your nearest Harter dealer. 


Harter Corporation 
1107 Prairie, Sturgis, Michigan 
: In Canada: Harter Metal Furniture, Ltd. 


STURGIS, MICHIGAN 


STEEL CHAIRS 


some 


ehold matters 


“No symptoms. I'd like to talk to the doctor about 
I’m his wife!” 
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hydrochloride 
(reserpine and hydralazine hydrochloride CIBA) 


When more than the central antihypertensive effect of 
Serpasil alone is needed to lower blood pressure, you 

will often see gratifying response to the combined 

antihypertensive action of Serpasil-Apresoline. And because 
Apresoline is effective in lower dosage when combined with 
Serpasil, there is a minimum of side effects. 
NOTE: All patients to be given Serpasil-Apresoline may 

benefit from priming therapy with Serpasil. 


Suppuiep: Tablets (standard-strength, scored), each containing 0.2 mg. 
C I B A ‘Serpasil and 50 mg. Apresoline hydrochloride; Tablets (half-strength, 
SUMMIT, N. J. scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride, 
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penicillin with taste appeal— 


A complete and tasty line of oral dosage forms— 


DRAMCILLIN 


250,000 units* per teaspoonful 


DRAMCILLIN 


100,000 units* per teaspoonful 


DROPCILLIN 


50,000 units* per dropperful (0.75 cc.) 


Dramcillin Suspension 300,000 units* 
per teaspoonful (5 cc.) 


*Buffered Crystalline Potassium Penicillin G 


WHITE LABORATORIES, INC, 
Kenilworth, N.J. 


(Continued from page 60) 


OPPORTUNITIES AVAILABLE IN VIRGINIA — FOR 
physicians as assistant directors of local health depart- 
ments; vacancies to be created by retirements beginning 
December |, 1956; agemer™ without training or experi- 
ence given on- the-jo training and paid $8400 gy 
salary; liberal sick leave, vacation and retirement bene- 


fits; opportunity for advancement; applicants must be 


American citizens, under 45 years of age and eligible for 
licensure. Write: Director, Local Health Serv- 
gag State Department of Health, Richmond 19, —. 


PSYCHIATRIC oroeeres. FOR CHILD GUIDANCE 
clinie—charter member PCC and training member; 
staff: 2 psychiatrists, 5 on workers, | psychologist; 
experience with children essential; certified or Board eli- 
at clinic in existence since 1924 and well-established 

community; residence treatment facility for children 
part of program; medical school et possible 
with ae if desired; salary a to $18,000 de- 
experience; personal interview required. 
emorial — Clinic, 3001 Fifth Avenue, Rich- 
mond, Virginia. c 


INTERNIST—BOARD ELIGIBLE; PREFERABLY CER- 
tified; association of doctors comprised of 28 physicians 
representing most of medical and surgical specialties; 
eandidate should have subspecialty interest in gastro- 
enterology; broad benefit program. For details please 
write: J. L. Hanson, Administrator, Lexington Clinic, 
190 N. Upper St., Lexington, Kentucky, Cc 


GENERAL PRACTITIONER WANTED IMMEDIATELY 
—County hospital of 160 beds with out-patient depart- 
ment; duties include internal medicine, minor surgery, 
obstetrics; pleasant surroundings; recreational advan- 
tages; starting salary $12,000; complete maintenance for 
single man. Box 2342 C, % AMA. 


PARTNER WANTED—GENERAL PRACTITIONER OR 
internal medicine man preferred; between 30 and 40, 
married; some experience in practice desirable; have a 
fully equipped 16 room clinic, including X-ray, minor 
surgery, etc., in a fast growing in north- 
ern California. Box 2331 C, Yo AMA. 


GENERAL PRACTITIONER — CALIFORNIA LI- 
censed; San Diego area; join young general practice 
group having obstetrician, modern clinic, laboratory, X- 
ray; guaranteed salary or percentage leading to partner- 
spin: mm climate; unlimited opportunity. Box 2278 C, 

A 


WANTED — PSYCHIATRIST; BOARD QUALIFIED; 
for mental health clinic being oragnized by a residential 
suburban, Chicago community serving 50,000 population; 
psychiatrist will be part-time medical director; good op- 
grey for part-time private practice, Box 2290 C, 


GENERAL PRACTITIONER — SOUTHERN CHESA- 
peake Bay area community of 3,000 without physician 
since recent death; citizen’s committee and Medical As- 
sociation will help general practitioner establish; hous- 


ing and office space available. Box 298, Cambridge, 


Maryland, 


J.A.M.A., November 24, 1956 


SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ANGST (a) East; 300 bed hospital in 
city of 100,000. (b) MW; 150 bed hospital operated 
group of specialists; will be head of dept. 2 well qual, 
(c) Teaening hospital; ample opp. 

hing and research plus clinical work. 

GENERAL “PRACTICE: (a) Calif; city of 60,000; assoc, 
with _well- estab. G.P. diversified prac; $12,000. (b) 

; 8 man grp. near S.F. (c) Fla. well estab. med, 
er excel 2. license req. (d) 6 man grp. near Wash., 

.; good sal. start; ptnship | yr. (e) Assoc; genl. & 
surg. prac; NW; start; ptnship i yr. (f) Assoc; sub. of 
Chgo. large opp. ptnship. (g) MW; well. 
known grp; own med. bidg. new; $12,000 ist year, $15,. 
000 2nd. then che (h MW; assoc. well-estab, 
prac. in city 90,000. $12,000. (i) S; Asst. large geni. 
prac. minor surg. no 0.B. $1 (j) Assoc. MW; 
some surg. & 0O.B. City of 200,000. $10,000 min. to 
start. (k) NW; assoc. large prac, mining town of 6000 
in cant area. ‘$12, 000 start inc. every 3 mo. ant 1 
gi (1) MW, Small grp. Own 35 bed hosp. City 25, 


2,000. (m) Assoc. with 2 yng. G. P’s. Chgo. aoe 
erc. average $1000 mo. ity ry 

HOUSE 0 bed h osp; $4200 p 
apt. (b) E. 65 bed hosp.; $5000 

incl. AAS, house. 

INDUSTRIAL PHYSICIANS: (a) S; company employs 
1200; growing; 5 day wk; priv. prac. if desired; $11,- 
000 start. (b) Calif; large company; supervise in-plant 
facilities. Ce E; assoc. with indus. 

eal of traumatics; some genl. pra ec; $12,0 

INSUT RANCE: (a) Medical consultant on all general hesith 
$10,000 plus. (b) Supervise active 

mployes health program. $10, 

INTERNISTS: (a) Chiet of Clinical Services with _ 
standing hosp. grp. $17-$20,000. (b) Well estab. 
near Chgo. Own air cond. medical bidg. exc. hosp. ds 
ilities. a 000 ist yr. $18,000 2nd. then ptnshp. (c) 
MW. 5 m rp. opp. for teaching in med. she. To 
ar (a) W. Small grp. in progressive commun- 
ty. Excel hosp. facilities $12-15,000. (e 
est. . New clinie bidg. 2,000 
minimum. SW. ti man orp. all board bar some 
type work. 

OB-GYN: (a) MW; well-known grp. city 50,000; $12, oon, 

b) NW; cert. not nec; well-estab. grp. city 30,000 
$12, oe, @ SW. Grp. of 5 spec. will be only one this 


PHTHACMOLOGY: (a) SW; 10 man grp. in city of 65,- 
4 000; modern clinic bide: ‘$12,000. (b) Calif; grp. of 
yng. spec; will be only eye man; $12,000 start. (¢) 
Assoc. with Board man; near Wash., D. C.; excel opp. 
{ MW; orp. of 15 men in heres city; $15,000 ptnshp. 

(e) Assoc. with 2 Board men only ones in draw- 

ing area Ly] $15,000. (f) Director Dept. 275 bed 


PATHOLOGY: (a) SW; superv. med. spec. of lab. of old 
estab. clinic. erry min. (b) NW; assoc. 200 bed 
hosp; elty 75,000; $12,000 min. (c) $; 175 bed hosp; 
develope dept. Ang basis; $20,000 guarantee. (d) 
assoc. Board man; SW; 250 bed hosp; $12,000 first yr. 
then ptnshp. (0), Calif. 300 bed hosp; $12-20,000. 

PEDIATRICS: (a) SW; 10 man grp. growing rapidly; 
eity 65,000; $12,000 oe. ay re assoc. with 4 
large pra + $10-$12,000. (c) 

mall grp. in highly Soins area; excel. hosp. 
facttities $12. 315.000 E; assoc. with arp. of 4 
internists; near Pala. See, 000. (e) NW; small grp; 

new clinic bidg. twn. 15,000; drawing area 40,000; 

Assoc, Board man. Excel. financial 
Cali. Well estab. med. grp. 12 spec. 

PHARMACEUTI at: (a) MW; clinical invest; some 
travel; $10-$12,000. (b) MW; export div; proficiency 
Span, and French; world travel; $12-$15,000. (c) = 
clinical invest; pte. ,000 min. (d) Med. dir; som 
clinical go primarily admins; to $12,000. (e) East. 
Le Dir. Superv. clinical trials and adv. oie ae 000. 

ir, MW. Research. $12-$20. 

PHYSIATRIST: To be Med. Dir, Large rehabititation 

fully approved. 

RADIOLOGISTS: (a) MW; active priv. lab; near Chgo; 
$12 $18,000. (b) NE; take — dept. in new 75 bed 
hosp; $15,000 min, (c) NW; 175 bed hosp; new lab; 
earnings $2000 mo. Calif. Assoc, Board 

ofe. and eee. excel. opp for future. 

TUBERCULOSIS: SW. To $10,000 plus furn. 

com maint 

urovogist: East. 17 man grp. Py - 130 bed hosp; $!2- 
$14,400 start; increases period. for 2 yrs then ptnshp. 


Upon request one of our applications will be mailed to 
you. Pwrite us today—a post card will do. 


GENERAL PRACTICE—YOUNG MAN INTERESTED 
in excellent opportunity in fast growing suburban com- 
munity; 30 miles from Chicago; individual practice start- 
ing salary $1000 monthly, eventual partnership. Box 
2332 C, AMA, 


WEST COAST, NORTHWEST, SOUTHWEST—UP TO 
date information on appointments at Booth E-18, AMA 
Meeting, Seattle, November 27-30. Helen Buchan, Con- 
tinental Medical Bureau, Agency, 510 W. Sixth, Los 
Angeles, California. Cc 


THERE ARE OPENINGS FOR FAMILY PHYSICIANS 
and Board eligible or Board certified pediatricians; in a 
medical group located in New York City. If interested, 
please write to: P. O. Box 1952, Grand Central Station, 
New York 17, New York. Cc 


PEDIATRICIAN — TO ASSOCIATE WITH ESTAL- 
lished man in Florida; attractive living and working con- 
ditions; certified or Board eligible; qualifications with 
educational background in Ist letter. Box 2355 Cc, % 


WANTED — PHYSICIAN; GENERAL PRACTICE; 6 
man group; mining company hospital for employees and 
families; office and car furnished; $10,000 with fringe 
benefits; immediate opening. Write: Box 877, Lead. 
South Dakota. Cc 


ANTED — OPHTHALMOLOGIST OR EPNT MAN; 
for Illinois group; salary $14,000; group consists of 14 
specialists in area of 100.000 people; good schools and 
hospitals; must had Board eligible or certified, Bor 
2337 C, % AMA 


(Continued on page 74) 
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ethyl acetate 


rapid onset of therapeutic effect 


ready reversibility of action 


Experience has shown that a satisfactory level of 
hypoprothrombinemia can nearly always be achieved 
with TROMEXAN in 24 to 48 hours.'? The problem 
of excessive hypoprothrombinemia is reduced 
“*..-because of the rapid cessation of the effect of a 
single dose and the rapid response to vitamin K; 
preparations.” 


These distinctive characteristics of TROMEXAN are 
of significant and established value in preventing 
early complicating thromboses or when prompt 
termination of treatment, such as for emergency 
surgery, is required. 

(1) Burke, G. E., and Wright, I. S.: Circulation 3:164, 1951. 
(2) Vander Veer, J. B.; Funk, E. H., Jr.; Boyer, E R., and Keller, 


E. A.: Am. J. Med. 14:694, 1953. (3) Scarrone, L. A.; Beck, 
D. F, and Wright, I. S.: Circulation 6:489, 1952. 


TROMEXAN® ethyl acetate (ethyl biscoumacetate cEIcy), scored 
tablets of 150 mg. and 300 mg. 


GEIGY PHARMACEUTICALS 
Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. 
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CLiInisTix 


REAGENT STRIPS 


| 
| quick 
| or 
j 
| enzyme test for urine glucose 
bottles of 60 CLINIS’ ‘1x Reagent Str ps 
| daily check by mild diabetics,» 
packets of 30 CLINISTIX Re AGENT AMES COMPANY.INC 
| -utmost simplicity and nience...A firm, easily handled CLinistix 
Reagent Strip is moistened with urine. 
4 
| 


when your patient complains that the pain of neuritis is unbearable, 


‘Thorazine’ acts not by eliminating the pain, 
but by altering the patient’s reaction— 

T H @) R A # y ] N 3 * enabling him to view his pain with a serene 
detachment. Howell and his associates! reported: 
“Several of [our patients] expressed the feeling 
that [“Thorazine’] put a curtain between them 


will help JY ou and their pain, so that whilst they were aware 
that the pain existed, they were not upset by it.” 


da | | d 1y h IS $ uffe rl ng Smith, Kline & French Laboratories, Philadelphia 


1. Howell, T.H., et al.: Practitioner 173:172 (Aug.) 1954. 
*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 


‘Thorazine’ should be administered discriminately; and, before prescribing, the physician should be fully conversant with the available literature. 
‘Thorazine’ is available in ampuls, tablets and syrup (as the hydrochloride), and in suppositories (as the base). 
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Lvenly Spaced 
Activity 


Antispasmodic- 
Sedative 


Beliajeline 


Levoratatery ‘Alkaloids 
of Beiledeuna). 


Phesokarbital 30.00 mg. 


acetals 


0.25 me. 


SANDOZ pHARMACEUTICALS 
HANOVER, N. J. 


(Continued from page 70) 


PEDIATRICIAN — 30; BOARD ELIGIBLE; FAMILY; 
priority IV; practicing in Southwest; desires to relocate, 
after January, 1957, on West coast in group association 
with another have California 

icense. Box 2364 C, % A 


WANTED—GENERAL SURGEON; BY INTERNIST IN 
Illinois town, population 5500; salary $10,000 to $12,000 
depending on qualification; partnership in 3 years; prefer 
ay —_ than 40; living quarters available. Box 2363 C, 

A 


GENERAL PRACTITIONER—WITH OHIO LICENSE; 
associate with general practitioner and Board surgeon, 
Come seat; available immediately. Box 2292 C, % 


WANTED — OBSTETRICIAN-GYNECOLOGIST; ASSO- 
elation with 9 man group, leading to partnership; salary 
$16,000 with bonus, no capital outlay needed; profession- 
al and personal data requested. Box 2289 C, % AMA. 


WANTED — YOUNG PHYSICIANS; INDUSTRIAL 
pharmaceutical and chemical companies and hospitals; 
psychiatrists, anesthesiologists. Medical Personnel 
Agency, 7 East 42nd St, New York, New York. 


DOCTORS — FOR PACIFIC NORTHWEST, WEST 
Coast and California appointments, write Maria Gizzi, 
Pacific Coast Medice' Bureau, Agency, 1404 Central Tow- 
er Bidg., San Francisco 3. Confidential—Prompt. c 


WANTED — OTOLARYNGOLOGIST; TO TAKE OVER 
practice in large Carolina city by January lst; part of 
should be Board certified or "eligible. 

x 235 % A. 


INTERNIST — RECENT DIPLOMATE OR BOARD 
qualified; associate with gradual partnership for active 
practice. M. Koenigsberg, MD, 1123 Virginia St., E., 
Charleston, West Virginia. Cc 


GENERAL PRACTITIONERS — FOR COAL CON- 
tracts; net $1800 monthly: must be married, sober, will- 
ing make house send — ‘opening now 
and April. Box 2362 C, % AMA 


WANTED — GENERAL PRACTITIONER SURGEON; 
category IV; to join Arizona industrial group; attractive 
salary climate, schools, and housing; convenient access 
city. Box 2360 C, % AMA. 


WANTED—YOUNG PHYSICIAN INTERESTED IN OB- 
stetrics and surgery; to associate with small group; rich 
farming area in northern Minnesota with excellent 
pital and school facilities. Box 2335 C, % AMA. 


CLINICAL DIRECTOR N.P, — TUBERCULOSIS; 500 
bed hospital; prefer certified or Board eligible physician ; 
tuberculosis experience; eligible for Ohio 
open; beautiful rural location. Box 2333 C, % AMA 


ASSISTANT WANTED—BY GENERAL PRACTITION- 
er and surgeon in small oueewy near Columbus; good 
hospital facilities. Box 2291C,%A 


J.A.M.A., November 24, 1956 


900 North Michigan Avenue 


(A28) | members, surg. dept, ow 
school; qual. head divisions anes., oph., 

GU, plast. surg; ranks dependent 
full time; priv. pract. privileges but limited. 

ANESTHESIOLOGY: (B35) To estab., dir. dept, new 325 
gen. hosp. to be opened 6-7 months; oppor. selecting 
own associate; coll, tewn, 160, 

ASSISTANTS: (CIi6) Br GP; resort otty, Fla; $1000. 
(C17) By gen. surg., FACS; chief de ~ by small group; 
ar —— to practicin with chie pref. one with 

curt, training; coll, town, 125,000, Texas. 

DERMATOLOGY : (D54) Well trained in allergy, also; 
foreign operations, important co; substantial sal., tax 
free; 2-yr contract; renewable. 

GENERAL PRACTICE: (F79) Ass’n, well estab, GP; 
town 40,000 adjacent Ige med. school city, state capi- 
tal; pref. yours GP with yr or 2 res. in med., OB or 

d; South Ass’n, well estab. GP; pref. one 
nt. OB or int. uate partner after 6 months; attractive 
res, town, on Hudson River. (F81) GP with yr or 2 
training int. med; head dept, hosp. & clinic, indus. 
co; Calif; $1200 mo. (F82) Ass'n, GP well-trained 
surg; pref. one qual, as-ist in our. OB., gen, med; 
pract, has grossed as high as $90,000 cash; town. 
45,000, Wis; min. $12,000; 50/50 partnership after 2-3 
ears. (F83) Four GP’s: foreign operations, major 
ndus, co; $14,00C plus $4000, family mtce (tax ex- 
empt); 2-yr contracts. 

INDUSTRIAL MEDICINE: (Gi8) Med. dir; oppor. to 
organize & direet preventive med. prog. with full 
management support; new med. dept; adequate indus. 
nursing staff; min. $14,000; Penn. (G19) Plant phy., 
pref. with flight surg. or cites physiology exp; divi- 
sion plant, 24,000; univ. ci 

INTERNAL MEDICINE: ti28y ‘Ass'n, dept med., 34 man 
group; new 350 bed hosp; res. town, short distances, 
several Ige cities, E. (H29) Ass’n, GP; partner, Board 
internist, retiring; remarkably successful pract; 
$12,000-$15,000, Ist yr; early partner. (H30) Group 
ass’n; Alaska; min. $20,000; early partner. (H3!) 
Ass’n, 12 man clinic estab, 35, univ. city, Texas. 

NEUROSURGERY: (123) Int. research as well as clinical 
oorerenr one of country’s leading clinics; new 

gen, hosp: tch’g prog. 

OALR: (esos Oto, ass’n Board oph. & oto; unopposed 60- 

old practice; excel. ge te oppor. affil. tch’g 

OSp; Calif head dept, 20 man 

ery 4 city, 2 med sthools, E; partner after yr. 
Board eye men; foreign operations, im- 
portant eo: substantial sal., tax free; 2-yr contracts; 


opsrernics- (J91) Ass’n, 15 man group 
estab. '48; all members Board or elig; busy O0B-GYN 
dept; full partner after 3 yrs; new air-conditioned 
elinie bldg; Calif. (J92) Head dept, hosp., 
serving ige indus. gore: if vg $17, $20,000; 
annual increases $1 5 yrs; So. 
ORTHOPEDICS: (K40) Head dept, 14 man group, Diplo- 
mates os near cert; new clinic bidg; oppor. partner 
afier 2 yrs; So. Calif. (K41i) Ass’n, 15 man group; 
univ. town, MW; $18,000-$20,000, oppor. succeeding 
chief upon retirement. 
PATHOLOGY: (L73 Chief; new 250 bed gen. hosp., ap- 
ery JCAH; foreign operations, major indus. co. 
L74) Dir. dent nt bed gen. hosp; pref. one qual. 
; fee-for-service; $25-$35,000; town 
of 85,000, So.- tis) Dir. dept, 170-bed gen. hosp. 
serving Sdleuaity 2,00C; staff of 6 tech; $30,000 
research grant; Seneareiee, salary or % providing 
income $3 ,000; P a 
(Mie) oard qual., ass’n small group, New 
(M59) Head dept 16 man group; univ. city, 
fee NW. (M60) Ass’n, 10 man — 
res. town near San 
P & N: ( Pal) Head, newly created dept, 32 man group; 
frock, drawn from radius 200 miles; coll. town, 
125,000, on =. a. (P32) 7 psy. to join 
staff, 6C0 bed hosp. staffed men; sea- 
port city outside t US; high living Seundardes 2-month 
annual vacation 
RADIOLOGY: (R62) Dir. dept. vol. a. hosp; 335 beds; 
%, guarantee $30,000-$35,000; coll. town, aw. (R63) 
ss'n, priv. rad. pract; partner; Calif 
UDENT HEALTH: (174) 4000 students; Calif. 
: (UI8) Gen. & thoracic surg; ass’n Board 
to estab. surg. dept, 8-man 


group MW. 
URO OGY: Ful: “time teaching & research; W. 


Please send for our Analysis Form. Kindly note our change 
of address to 900 N. Michigan Avenue, Chicago 


Burneice Larson oirector 


Chicago 


Board or 
raneisco, ist yr. 


WANTED IMMEDIATELY — QUALIFIED OPHTHAL- 
mologist; for a large clinic in southern British Colum- 
bia. Box 2359 C, % AMA, 


WANTED—YOUNG GENERAL PRACTITIONER; TO 
join group practice; Sierra Footaills, California; give 
full details, 1st letter. Box 2338 C, % A 


ANESTHETISTS—POSITIONS OF CHIEF, ANESTHE- 
sia section, and nurse-anesthetist, immediately available: 
Deans Committee Veterans Hospitals; combined capacity. 
1190 beds; over 3000 operations annually; staff with fac- 
ulty appointments, University of Pittsburgh Medical 
School; 10 fully approved or affiliated surgical residency 
programs: research facilities and faculty appointment 
available; applicant must be a citizen; salary commensu- 
rate with qualifieations. Apply to: Director, Professiona! 
Services, Veterans Administration Hospital, University 
Drive, Pittsburg... 40, Pennsylvania. Cc 


MEDICAL OFFICER—GLENN DALE HOSPITAL, THE 
tuberculosis hospital for the District of Columbia; salary 
$9000 to $10,300 per annum depending on qualifications 
sick leave, annual leave and retirement benefits; satis 
factory complefion of 1 year of approved residency i» 
pulmonary pt or internal medicine, or comparable 


experience required; must be eligible for licensure 1» 
District of Cofumbia; outpatient clinic service connected 
with hospital. Address inquiries to: Medical Director 
Glenn Dale Hpspital, Glenn Dale, Maryland. c 
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ROMILAR IS AT LEAST AS EFFECTIVE AS CODEINE 


Milligram for milligram, 
Romitar is equal to codeine 
in specific 

antitussive effect 


For avoiding unwanted side effects 


ROMILAR 1S CLEARLY BETTER THAN CODEINE 


Non-narcotic, 
non-addicting— 

does not cause drowsiness, 
nausea, 

or constipation 


PROCHE] Hoffmann-La Roche Inc+Nutley*N. J. 


Romilar® Hydrobromide— 
brand of dextromethorphan hydrobromide. 
Syrup, Tablets, Expectorant (w/NH,C!) 
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and worry 


Noludar *Roche' brings calm 


and quiet. Not a barbiturate, 


“not likely to be habit forming, 


50 mg provides daytime 
sedation with little or no loss 
of acuity, or 200 mg hes. in- 
duces a sound night's sleep, 
usually with a refreshed and 
clear=headed awakening, 

Noludar tablets, 50 and 200 mg; 
elixir, 50 mg per teaspoonful. 
Hoffmann = La Roche Inc. 


Nutley, New Jersey 


Noludar®-- brand of methyprylon 
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162, No. 13 


The Cosmetic Answer 


More and more doctors are coming to realize that 
the problems of many of their patients can be answered by 
the intelligent use of the right cosmetics. 


Frequently, disfiguring marks can be effectively con- 
cealed with a resultant improvement in the subject's gen- 


eral outlook on life. 


There are many periods in a woman's life when an 
interest in improving her appearance goes a long way 
towards restoring a sense of well-being. 


We suggest that a normally healthy person enjoys 
looking attractive as well as feeling fit. 


We also suggest that the services of a Luzier Cos- 
metic Consultant can be of help in all cases where a 
restoration of self-confidence is a factor. 


Luzier’s Inc., Makers of Fine Cosmetics & Perfumes 


GIE 


KANSAS CITY 41, MISSOURI 
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PSYCHIATRISTS, PSYCHIATRIC RESIDENTS, AND 
general physicians—Indiana’s Mental Health Program; 
superintendent: $13,800 plus complete maintenance; as- 
sistant superintendents, clinical directors, chiefs of 
service: $11,700-$14,000; psychiatrists: $9,300-$12,900; 
psychiatric residents: $4,380-$5,760; general physicians: 
$6,900-$9,900; U. S citizenship and Indiana license re- 
quired. Write: Division of Mental Health, 1315 West 
10th Street, Indianapolis 7, Indiana. Cc 


GENERAL PRACTITIONER—FOR STAFF OF GROUP 
practice clinic; serving membership of over 20,000, in 
Washington, D. C.; department heads and many other 
staff members have American Boards; prefer man with 
2 years general internship and graduate of grade A med- 
ical school; annual salary open; 1 month vacation; study 


leave; sick leave; comprehensive retirement plan. Write | 


to: Medical Director, Group Health Association, Inc., 
1025 Vermont Ave., N.W., Washington 5, D. C. Cc 


WANTED—PHYSICIAN; PHYSICIAN TO CARE FOR 
neuropsychiatric patients in 960 bed hospital, under 
supervision of a certified psychiatrist; opportunities for 
professional and salary advances; hospital located in home 
town of University of Alabama, with many cultural ad- 
vantages; house on station available for nominal rent; 
salary ranges from $7570 to $10,320 depending upon 
qualifications. Apply: Manager, Veterans Administration 
Hospital, Tuscaloosa, Alabama. Cc 


ORTHOPEDIC SURGEON—CERTIFIED OR ELIGIBLE; 
by outlying clinic in Mid-West metropolitan area; our 
point system makes hard work rewarding but not neces- 
sary; early partnership without investment; advanced 
plans for new suburban bldg; will guarantee minimum 
net of $18,000 the Ist year, $20,000 the 2nd; extra re- 
wards for teaching, etc.; only superior men considered. 
Box 2 AMA. 


FELLOWSHIP VACANCIES IN CHILD PSYCHIATRY 
—at the Institute for Juvenile Research in Chicago, for 
January or July 1957; approved for 3rd year residency 
through | Illinois Neuropsychiatric Institute; require- 
ments: 2 years approved psychiatric training; salary $3,- 

20 to ‘$i, 800 dependent on previous training. Write: 
licien R. Beiser, MD, 907 South Wolcott, Chicago * 
inols, 


WANTED—AN ASSOCIATE IMMEDIATELY IN LARG- 
est county seat town in state; large established practice; 
modern equipment, medical secretary, registered nurse, 
and practical nurse; wil do utmost to make terms agree- 
able; have recently been approved for new 35 bed hos- 
Dital, fully equipped, under the Hill-Burton plan and I 
am building a new modern clinic. Call collect or write: 

- J. Burns, Houston, Missouri, Phone No. 9. Cc 


PATHOLOGIST—TO WORK WITH GROUP SERVICING 
4rge midwestern metropolitan hospital*+; large surgi- 
cal and autopsy service; approved 4 year residency ; ex- 
cellent staff relationship; good opportunity for Board 
or Board eligible man; would accept right man to com- 
Dlete training and remain with group; open salary; re- 
Dlies held confidential; our eee knows of this 
Dp: ning. Box 2284 C, % AMA 


WA) OF ALMOLOGISE; TO TAKE OVER AN 
active practice in ; will introduce; grossing over 
$5,000. Box 2287 C, 


PHYSICIANS WANTED — OPENINGS FOR PHYSI- 
cians in a general medical clinic and for general medi- 
cine on a neuropsychiatric service in a university affiliated 

general hospital; well qualified general prac- 
titioners acceptable; salary open, not to exceed $10,320 
if not certified, no. to exceed $12,900 if certified; 
fringe benefits. Apply: Dr. A. Tomasulo, Director, 
Professional Services VA Hospital, Dayton, Ohio. 


WANTED—CERTIFIED INTERNIST TO DIRECT THE 
department of internal medicine in hospital*+ practice 
West Virginia; city of 100,000 population; remuneration: 
guaranteed salary and private fees; give details of train- 
ing qualifications and availability for an interview. Ap- 
ply: Dr. J. M. Emmett, Chief Surgeon, Chesapeake and 
Ohio Railway Co., Clifton Forge, Virginia. Cc 


PHYSICIAN WANTED—FOR A 242 BED TUBERCU- 
losis hospital+ which is part of a 3000 bed center 
affiliated with Ohio State University; experienced gen- 
eral practitioner acceptable; starting salary not to ex- 
ceed $12,900 for a certified physician and $10,320 if 
not certified: maximum salary $13,760. Apply: Dr. A. 
Tomasulo, Director of Professional Services, Veterans 
Administration Center, Dayton, Ohio. Cc 


HOUSE PHYSICIAN; FOR HOSPITAL*+ 
beds and 36 bassinetts; for year beginning 
July i? Ss: 57; approved for interns, surgical, and pa- 
thology residencies; applicant must be licensed in Penn- 
sylvania, or eligible for Pennsylvania licensing; 
salary with complete ‘a female physician ac- 
ceptable. Apply to: Hartman, Administrator, The 
Williamsport Hospital, Pennsylvania. C 


ASSOCIATE WANTED — FOR WELL INTEGRATED 
geaeral practice in western Massachusetts town, popula- 
tion 50,000, within short distance from hospitals, commer- 
cial and cultural facilities; prefer older physician who 
can share pleasant, profitable and varied work; thus keep 
advancing as a scientist and enjoy living as well: office 
building houses well-stocked medical library, X-ray, 
EKG and clinical laboratory. Box 2297 C, % AMA. 


SURGICAL PATHOLOGY—1 a FELLOWSHIP AP- 
pointments commencing July 1, 1957; Board approved; 
over 10,000 surgicals annually; $250 per month; 1 year 
prior training in anatomic pathology required; candidates 
must be graduates of Class A medical school. Write: 
Doctor Saul Kay, Medical College of Virginia, Rich- 
mond, Virginia. Cc 


BOARD ELIGIBLE INTERNIST — FOR FLORIDA 
State Tuberculosis rapidly developing 
gram with opportunities for advancement; beautiful 
pitals; furnished houses available; liberal retirement and 
other benefits; salary BOD upon qualification. 
Write: Roberts Davies, Director, State Tubercu- 
losis Board, P. 0. Box 286, Tallahassee, Florida. c 


OTOLARYNGOLOGIST — FOR STAFF OF GROUP 
practice clinic; serving membership of over 20,000 in 
Washington, D. C.; prefer Diplomate or Board eligible 
hysician; annual salary open; 1 month vacation; study 
eave; sick leave; comprehensive retirement plan; Write 
to: Medical Director, Group Health Association, Inc., 
1025 Vermont Ave., N.W., Washington 5, D. C. Cc 


AVAILABLE FOR YOUNG PHYS!I- 
cian—in Professional Service department of medical 
division: cuenta hay ability and interest in medical 
wsitiog: clinical or laboratory research experience desir - 
sates ares midwest ethical pharmaceutical company; for 
. wen details please write and resume. Box 2252 C, 


WANTED—ONE GENERAL SURGEON; BOARD CER- 
tified or eligible; for active VA 200 bed general medical 
and surgical hospital. Fort Harrison, (Helena), Mon- 
tana; salary $8990 to $13,760 per annum depending on 
qualifications; supervision by rd certified specialist 
available. Address: Manager, VA Center, Fort Harrison, 
Montana c 


PSYCHIATRICS WANTED—SALARY $7570-$12,685 DE- 
pending upon qualifications; 25% aditional if Board 
certified (not to exceed $13,760); approved 3 years psy- 
chiatric residency in conjunction with Northwestern Uni- 
versity; hourly commuting distance Chicago. Write: 
——_. Veterans Administration Hospital+, Downey, 

llinois 


WANTED — INTERNIST; YOUNG, QUALIFIED On 
certified; for established young group; unique organiza- 
tion leading to mutual security, part ownership and re- 
tirement; new fully accredited 120 bed hospital; North- 
western Minneso‘:, expanding area and plentiful recrea- 
tion. Box 2296 C, % AMA 


LARGE PHARMACEUTICAL MANUFACTURER, MID- 
dle west, has opening for well-trained internist or pedi- 
atrician; opportunity for creative medical writing and 
direct participation in clinical research; give full profes - 

sonal and personal information; all replies confidential. 
Box 2299 C, % AMA 


WANTED — GENERAL PRACTITIONER FOR CLINIC 
in town of 25,000; each doctor has individual practice 
and shares the following facilities: x-ray, laboratory. 
cystoscopic, physiotherapy and operating room; open staff 
100 bed hospital available. Write: K. L. Campbell, =, 
Corsicana, Texas. 


OTOLARYNGOLOGIST — CALIFORNIA; OPPORTUN- 
ity to head department in 14 man group near Sacra- 
mento, California; salary first year; early full partner- 
ship; qualifications: certified or eligible, married, mili- 
tary service completed. Write: John F. Hollister, MI), 
Woodland Medical Group, Woodland, California. c 


YOUNG PHYSICIAN — INTERESTED IN WORKING 
with a group of young doctors for 1 year or more in 
southern West Virginia; industrial and general practice; 
West Virginia license required. Coniact: N, F. Coulon, 
MD, Gary, West Virginia. 


GENERAL PRACTITIONERS — IMMEDIATE OPEN- 
ings with medical group, southeastern Pennsylvania; ex- 
cellent educationai opportunities, paid annual vacation 
and study period; net starting income $12,000-$15,000 
depending on training and experience. Box 2323 C, % 
AMA. 


(Continued on page 78) 
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EACH DAY 
ONE MILLION DOLLARS 
IS PAID TO DOCTORS 
BY BLUE SHIELD 


AST year, Blue Shield Plans paid 
more than $350,000,000 for surgi- 

cal and medical services rendered Blue 
Shield members. This great movement, 
which brings such tremendous benefit 
to the public, is guided by the doctors 


themselves. All Blue Shield Plans oper- 
ate under the approval of the state or 
county medical societies in the areas 
they serve. BLUE SHIELD MEDICAL CARE 
PLANS, 425 North Michigan, Chicago 


° ° ® Service marks registered b 
aa Illinois. Blue Shield Med 


ree 
ical Care Plans 
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Every detail of decor and 
layout is planned for you by 
Shampaine ...to create a 
relaxing atmosphere—patient 
comfort—medical efficiency 
in any size examining room. 


1920 S. Jefferson, St. Louis, Missouri 


modernize 
with 
Shampaine 
Steelux 
furniture 


Write for complete Shampaine 
Steelux Decorating and Color 
Service today! 


THE WORLD'S MOST COMPLETE LINE OF EXAMINING ROOM FURNITURE 


(Continued from page 75) 


PHYSICIANS—WITH OR WITHOUT PUBLIC HEALTH 
training; and pediatricians needed in maternal and 
child — program at salaries from $7895 through 
$9816; 5 day week, pension, civil 
Or. E. R. Krumbiegel, Milwaukee Health Department, 
City Hall, Milwaukee 2, Wisconsin. c 


WANTED—A WELL-QUALIFIED GENERAL PRACTI- 
tioner; to associate with group of 4 doctors in city of 
3,300, central Wisconsin; with own hospital of 50 beds, 
own ¢linic building, and drug store; a wonderful oppor- 
tunity for a young man. Contact: Dr. J. 8S. Hess, Hess 
Clinic, Mauston, Wisconsin. Cc 


EXCELLENT OPPORTUNITY—FOR PHYSICIAN IN- 
terested in becoming established 50 miles from Chicago 
as an asistant to a general practitioner; must qualify for 
AMA membership and have an Illinois license; starting 
salary $700 per month; opportunity for partnership if 
mutually satisfactory. Box 2257 C, % AMA. 


WANTED—INTERNIST; 254 BED GENERAL MED- 
ical and surgical hospital; supervised by Board certified 
physician and approved for preceptorship training; hos- 
pital located at home of University of Arkansas and in 
the heart of the Ozarks. Contact: Manager, VA Hospital 
Fayetteville, Arkansas. 


WANTED—FULL TIME PHYSICIAN FOR RAILWAY; 
must he eligible for license in Virginia, wet Virginia 
and Ohio, and under age 55. Box 2298 AMA, 


PHYSICIAN INTERESTED IN INTERNAL MEDICINE 
—to serve under Board certified chief of medicine; new 
200 bed GM&S hospital, salary to $13,760 depending on 
qualifications; U. 8S. licensure, citizenship required. 
Write: Manager, Veterans Administration Hospital, 
Clarksburg, West. Virginia. Cc 


WANTED—BOARD QUALIFIED OR CERTIFIED MAN; 

~ rmanent association and future partnership in the 

department with a large group in Southern Cali- 

oni starting salary $1000 to $1200 per month de- 

pending on age and experience; must have California 
license. Box 2140 C, % AMA. 


WANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice, teach- 
ing, research, public health or industrial medicine; 
National and International services. Burneice Larson, Di- 
rector, Medical Bureau, 900 N. Michigan Ave., Chi- 
cago. c 


ROENTGENOLOGIST—FOR LARGE TEACHING HOS- 
pital+ affiliated with Ohio State University Medical 
School; citizenship required; salary dependent on qual- 
ifications. Write to: Dr. A. Tomasulo, Director, Pro- 
fessional Services, VA Center, Dayton, Ohio. Cc 


WANTED IMMEDIATELY — RESIDENT PHYSICIAN; 
railroad hospital; Indiana town of 15,000 population: 
good salary, applicant must be graduate of United States 
Class A Medical ma must qualify for Indiana license. 
Box 2258 C, % AM. 


J.A.M.A., November 24, 1956 


60TH YEAR 


WooDWARD 


Prsonnel Babi 


floorsias LWABASH AVE, 
floors CHICAGO 
ANN WOODWARD Directo, 


ACADEMIC: (n) Med schi faculty spate, 
Anes, Surg. Urol; serve as Ass rof; 
Profi $7, 260-1 15,000 = 

excel ne 

ANESTHE ESIOLOGY: atk) | Hd dept, new 350 bd genl hosp; 
fee s or vei twn 120,000, South. 

DERMATOLOG hd dept; Goose men long 

tab; $14,000; full prtar, 2 yrs; ny Sta 

GENERAL PRACTICE: Pref able “anes: assn 
4 surgs, 6 pad 12,000; oppor specialize; or 

ed 


95,000; Calif. (t) Plant Phy; major 
co; 
new med dept; 3 RNs: Health Institute appvd; lic- 
pee W. Va. (u) Organize new electronic re- 

& dev corp; $12-14,000; West. 
INTERNAL MEDICINE: med & cl serv, = 

hosp, servg indus org; $17-20,000; oe $25,000 
life pension, ey? E. (b) ‘Assn 3 man erp: oppor 
12-15,000; after % arrngmt; financially 

o. (¢) Yng Dipl or pl assoc w/Dipl; $12,000, 
prtnr; Mich. (d) Assn 7 man grp; serve hosp & reeten 
tain suite offices; $18,000; West. (e) Qual GE & fluoro- 
scopy; hd dept; 5 man grp; $20,000; prtnr 2nd yr; 


Alaska. 

NEUROSURGERY: (e) Affil w/outstandg Board neuro- 
surg; $18,000; oppor tchg appt; univ city; MW. 
OALR: (j) w/Oph; smi EENT infirmary; sai, 
ity 3 30,000; So, Oto; Dipl or elig; new 

bd ‘hosp, complete lab, research, welfare, & tchg 
guar till profitable ‘priv pract; @ 
Dipl. or/8; shid net $25,000 Ist yr; twn 15,000, ige 


oB- tr Assoc Chief; new hosp, excel facil; $17- 
20,000; annual increase $1,000, yrs; E. (nm) Dipl, 
qual hd dept; 100 bd hosp; closed staff {3 Board men; 
exe diagnostic el; $18,000; MW. (0) Hd dept; new 
post; grp 8 yng Specialists; univ med cntr; SW. (p) 
Assn, 14 man pr mostly cert; city 175,000; vie San 
Francisco, Cali 

ORTHOPEDICS: (0) Diet _or rote hd dept; cl grp, 8 
Dipls, 3 MDs, ‘i 115 bd hosp; 

17,000, start; call os (p) Hd dept, 10 man grp, 

ipls, est '25; $15-20,000; . (a) Assn w/Dipl; 

— wk, polio, indus & acute pean; $1,000 mo, 
hen ‘prtnr; Calif. 

PATHOLOGY" (w) dept, vol motion size; oppor 

40,0! _é dept, bd vol hosp; min 
20, 000; y MW (y) 4 hosps, capacity 
400 bds; fee- for-service; So. 

PEDIATRICS: (v) Assn w/Board ped, academy member; 
incres’g sal Ist 2 yrs, then prtnr; twn 50,000; New 
England. (w) ciman rp; $15-18,000; resort 
twn, 25,000; Minn. Dipl or assn 
w/Dipl, very busy pres $18-20,000; Calif 

PHARMACOLOGY: (y) Med dir; chem ‘backgrnd, 
exper, developing & testing pharm; serve as top man 
in prods development of leading pharm mfgr; $15,000; 
twn nr ige city, MW. 

P & N: (r) Psy; dir, child guidance cl; ge "24; $15- 
18,000, oppor tehg appt; univ city: s) Neuro; 
hd dept; 13 man grp, alt ipis; $18 000; Mid E. (t) 

; prtnr oppor; univ town; 


RADIOLOGY: (x) Chief, 500 bd mid-west hosp, have one 
assistant; % basis w/min guar, $25,000. (y) Immed 
prtnrshp w/outstandg Board Rad; known to us & 
recommended; attrac city on Puget Sound; NW. 

STUDENT HEALTH: (p) ay Ra college; $10,000 for 
months; Wash state | 

SURGERY: (t) Assn, ceieaaiy well-qual, mid-west 
me $16.16 000. (u) Surg; distinguished, scholarly; 


TUBERCULOSIS: (s) ame dir; Ige new facility; oppor 
head service; $12,000; S.W 

UROLOGY: (i) Yng Dipl; assn 13 man orp; 170 bd vol 
JCAH hosp; E. (k) Di. new dept; orp 14 men, operatg 
5 els; prone 2nd yr; $12,000; MW. 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 
We offer you our best endeavors—our integrity—our 60 
year record of effective placement achievement 
STRICTLY CONFIDENTIAL 


WANTED—GENERAL PRACTITIONER OR INTERN- 
ist; growing industrial community of 3000; 40 minutes 
from Milwaukee, Wisconsin; real opportunity; community 
financed clinic. Northern Azaukee Clinic, Inc., Fredonia, 
Wisconsin. c 


PSYCHIATRIST — EXPERIENCED OR INTERESTED; 
private sanatoriwn, office practice and consultations; 
Southwest ‘‘health country’’; salary anticipating partner- 
ship: good opportunity. Write fully: Box 2304 C, % 


WANTED—YOUNG PHYSICIANS TO DO PRACTICE 
in urban community; openings with wide area 
draw from; will accept 2 doctors to fill opening; good 
conditions in all respects. Hubbard Chamber of Com- 
merce, Hubbard, Texas. c 


OBSTETRICIAN-GYNECOLOGIST — WELL ESTAB- 
lished clinic; Southwest; must be graduate of ap 
proved medical schoo!; completing accredited residency; 

under 35; forward biographical data for review. Box 2295 

C, % AMA, 


FELLOWS—IN CARDIOLOGY AND Ee PULMONARY 
disease for the year beginning July 1, 1957; large a 
proved municipal university teaching hospital* + offers 
clinical and/or research _— in above categories; 
stipend, Box 2316 C, % AMA 


(Continued on page 80) 
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(Continued from page 78) 


WANTED—PSYCHIATRISTS AND PHYSICIANS; SAL- 
ary range to $15,000 depending on qualifications; research 
and teaching opportunities. For further information con- 
tact: Jack A. Wolford. MD, Superintendent, Hastings 
State Hospital,+ Ingleside, Nebraska. 


PEDIATRICIAN—TO JOIN 14 MAN MEDICAL GROUP; 
including 3 surgical residents; 106 bed general hospital; 
college town of 3000 in West Virginia; opportunity to 
ore a member of clinic partnership. Box 2310 C, % 
AMA, 


> 
INTERNISTS AND GENERAL PRACTITIONERS 
wanted—in 2400 bed hospital+; hourly commuting dis- 
tance Chicago; salary ranges $7570-$12,685, depending 
upon qualification . Write: Manager, Veterans Adminis- 
tration Hospital, Downey, Illinois, Cc 


CALIFORNIA MEDICAL BUREAU AGENCIES—FTR 
physicians placements, and hospitals and medical proper- 
ties for sale. 405 E. Green Street, Pasadena, California, 
ane S. Broadway Street, Los Angeles 14, 
ornia. 


WANTED — RECENT APPROVED SCHOOL GRADU- 
ate for 5 man group; small progressive city, 75 miles 
from Chicago; Illinois license required; salary leading 
to partnership; 50 bed hospital with addition now con- 
structing. Roberts Clinic, Watseka, Illinois. Cc 


WANTED—PEDIATRICIAN; A 13 MAN GROUP; MID- 
dle west; near Chicago; clinic in existence for 14 years; 
serves community of 200,000 population; present pedia- 
trician needs qualified associate; salary open. 2236 
C, % AMA. 


WANTED — GENERAL PRACTITIONER; IN EXCEL- 
lent farming community; new combination office and 
dwelling; new hospital 12 miles away; new industry em- 
ploying 100 men recently established, Contact: O. A. 
Kutter, Compton. Illinois. Cc 


GENERAL PRACTITIONER—AGE UNDER 35; TO RE- 
place retiring MD; a group practice; population % 
million; Ohio license; $10,000 for 1st year assured while 
developing your own practice. Box 1973 C, % AMA. 


WANTED — EENT DEPARTMENT HEAD IN SIX 
doctor clinic in Texas; ophthalmologist preferable; 
ec” desirable, not necessary, Box 1024 


WANTED—UNMARRIED, FEMALE PHYSICIAN; TO 
assist in busy, Northern Ohio obstetrical and gynecolog- 
ic practice; special training welcome but not necessary; 
salary first, association later. Box 2220 C, % AMA. 


WANTED — ORTHOPEDIST; ASSOCIATION WITH 
nine man group leading to partnership; salary $20,000 
with bonus; no capital outlay needed; professional and 
personal data requested, Box 2288 C, % AMA. 


PATHOLOGIST—TO HEAD DEPARTMENT OF 200 
bed GM&S hospita:; salary will depend upon qualifica- 
tion. Contact: Manager, Veterans Administration Hos- 
pital, Phoenix, Arizona. c 


INTERNIST OR GENERAL MEDICAL PHYSICIAN 
wanted—salary range $7570-$11,610, depending upon 
qualification. Write: Manager, Veterans Administration 
Hospital, Muskogee, Oklahoma. Cc 


ORTHOPEDIC SURGEON—CERTIFIED OR ELIGIBLE; 
immediate opportunity of association leading to partner- 
ship in 8 man group; new quarters; southern Wisconsin 
industrial city of 35,000. Box 2231 C, % AMA. 


ANESTHETIST WANTED—EARLY NEXT JANUARY; 
take over fee-basis work for a year, then possible ar- 
rangement; smail town; Midwest; yearly gross $15,000. 
Box 2307 C, % AMA. 


ANESTHESIOLOGIST — WANTED TO JOIN ESTAB- 
lished group in large city in Mid-West; excellent finan- 
cial arrangements with paid vacations; furnish complete 
details in letter to AMA. Box 2141 C, % AMA. 


WANTED — INTERNIST; BOARD QUALIFIED OR 
certified; 10 man group in Mid-West has staff open- 
ins; wore salary with eventual partnership, Box 1547 
Cc, % 


OTOLARYNGOLOGIST — PARTNERSHIP; WELL-ES- 
tablished practice, medical center, connected with uni- 
versity; unlimited opportunity for well-trained man with 
academic interests. x 2186 C, % AMA. 


WANTED—HOUSE PHYSICIAN FOR 40 BED HOS- 
pital; west Texas; salary $450 per month pius mainte- 
nance; must have Texas license. Box 2249 C, % AMA. 


WANTED — GENERAL PRACTITIONER; FOR TEN 
man p in Mid-West; liberal salary with eventual 
partnership, Box 1548 C, % AMA. 


PATHOLOGIST—CHARGE OF CLINICAL AND PATH- 
ological laboratory; training of student technicians; must 
Board certified; salary basis. Box 2271 C, % AMA. 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A. M. A. Consult Council’s approved list 
for types of internships and residencies approved. 


RESIDENCY+ IN PREVENTIVE MEDICINE AND 
public health—1l year approved residency in local health 
department serving county of 400,000 population; appli- 
cants will be expected to pursue graduate study in pub- 
lic health upon completion of residency; California li- 
cense or eligibility for license required; monthly salary 
range $755-$797-$842-$889-$940; one of Southern Cali- 
fornia’s finest residential and recreational areas. Apply: 
Orange County Personnel Department, 644 N. Broadway, 
Santa Ana, California, D 


KESIDENTS WANTED — RADIOLOGY RESIDENCY 
available for March 1, 1957; fully-approved 3 year resi- 
dency, including diagnosis, roentgen and radium therapy, 
and radioactive isotopes; full maintenance and monthly 
stipend, For information, write: D. S. Beilin, MD, Au- 
gustana Hospital,*+ 411 West Dickens Avenue, “ng 
14, Illinois, 


WANTED—SURGICAL RESIDENT; BY A 17 MAN 
midwest group, beginning July 1, 1957; group composed 
of young diplomates, formerly instructors and assistant 
professors in university medical schools; 1 year program 
designed to train one to carry out the common surgical 
procedures useful in general practice; more than ade- 
quate salary; designed to meet the needs of outstanding 
young men desiring to do general practice in smaller 
communities. Box 2330 D, % AMA. 


WANTED—RESIDENTS IN PSYCHIATRY; 3 YEAR 
fully approved training program offered by Stritch School 
of Medicine, Loyola University, Chicago, Illinois, and 
affiliated hospitals. Write for information to: Doctor 
John J. Madden, Chairman, Department of Neurology 
and Psychiatry, 706 South Wolcott Avenue, Chicago, 
Illinois. D 


RADIOLOGY RESIDENCIES — FULLY APPROVED 3 
year residencies in radiology available; 30,000 diagnostic 
examinations and 7,000 therapy treatments per annum; 
active department under full-time direction. Apply to: 
Dr. 8. Schwartz, Jewish Hospital of Brooklyn,*+ 555 
Prospect Place, Brooklyn, New York. D 


| FIRST AND SECOND YFAR RESIDENCIES IN IN- 


ternal medicine available—July 1, 1957; 375 bed hospi- 
tal*+ with 3 year Board approval; teaching by diplo- 
mates of specialties; excellent facilities for research; 
stipend $300 month with partial maintenance; Box 
2340 D, % AMA. 


J.A.M.A., November 24, 195¢ 


RESIDENTS IN RADIOLOGY FOR JULY 1, 1957 
large hospital+ with full-time staff qualified radiolo vist; 
and consultants; affiliated with medical schools; ful! ap- 
proved 3 year course in X-ray diagnosis, X-ray 
radium therapy and radioisotopes. Write to: Chief 
Radiology, V. A. Hospital, Bronx, New York. D 


FIRST AND SECOND YEAR RESIDENCIES IN sup. 
gery available—July 1, 1957; 375 bed hospital*+ with 3 
year Board approval; education by Board diplomates: 
excellent facilities for research; stipend $300 per month 
with partial maintenance. Box 2341 D, % AMA. 


PSYCHIATRIC RESIDERTS—NEW 5 YEAR PLan 
paving $38,100 ve 3 years fully approved training 
n a university psychiatric institute+ followed by 2 years 
supervised experience; open only to graduates of ap. 
proved medical colleges. Box 2336 D, % AMA. 


ANESTHESIOLOGY RESIDENCIES—UNIVERSITY oy 
Utah and affiliated hospitals+; also VA career residency: 
next vacancy June, 1957. Contact: Carter M. Ballinger. 
MD., Division of Anesthesiology, University of Utah’ 
Salt Lake City, Utah D 


PATHOLOGY RESIDENT—ONE YEAR; PATHOLOGIC 
anatomy; opportunity for research; available immediate- 
ly; stipend $4800 year. Write: Dr. G. Amromin, Patholo- 
gist, City of Hope Medical Center+, 1500 R. Duarte 
Rd., Duarte, California. 


OPENING FOR PEDIATRIC RESIDENCY — AVAIL- 
able immediately. Please contact: The Director, Hurley 
Hospital,*+ Flint, Michigan. D 
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— MEDICINE AND REHABIL- 
itation; 1 to 3 years; approved for Board training. Ap- 
ply: Jerome W. Gersten, MD, University of Colorado* +, 
Rchool of Medicine. Denver, Colorado. D 


THREE YEAR RESIDENCY IN PATHOLOGIC ANAT- 
omy ad clinical pathology—in 710 bed Veterans Admin- 
istration Hospital,+ including gynecologic and pediatric 
pathology in associated hospitals and participation in 
major research programs; hospital is a VA center for 
thoracic and cardiac surgery, and for treatment of tu- 
mors; yearly salary; junior resident (Ist year), $2840; in- 
termediate resident (2nd year), $3195; senior resident 
(3rd and 4th year), $3550; excellent climate; pleasant 
living conditions. Write: Director, Professional Serv- 
ices, VA Hospital, Oakland, California. D 


UROLOGY RESIDENCY—PRESENT VACANCY FOR A 
first year resident in a fully-approved 3 year program, 
affiliated with New York University; training offered on 

a 50 bed service with supervision by a full-time Board 
urologist; broad experience afforded, paetee trans- 
urethral, perineal and radical surgery; U.S. citizenship, 
graduation from an approved medical school, and a mini- 
mum of {| year of approved internship required; addi- 
tional surgical training preferred. Candidates may apply 
to: Manager, Veterans Administration Hospital+, 408 
First Avenue, New York 10, New York. D 


ROTATING RESIDENCY—FOUR VACANCIES JANU- 
ary Ist; $2400 per annum plus full maintenance. Apply: 
Administrator, Petersburg General Hospital, Petersburg, 
Virginia. D 


RESIDENCIES AVAILABLE—APPROVED RESIDEN- 
cies in medicine, surgery, pediatrics, obstetrics and 
ynecology, and general practiee available July 1, 1957; 
4 bed, 43 bassinet city operated hospital*+; annually 
14,000 in-patients 8,000 out patient visits, 12,000 emer- 
gency room visits: approved 15 interns; total house staff 
30; teaching program well organized and operating; 
fundamentals and objectives of program available on re- 
quest; beginning salary $300. Write: Director, City 
Hospitals, % City Memorial Hospital, Winston-Salem, 
North Carolina. D 


APPROVED THREE RESIDENCY IN INTERNAL MED- 
icine available—for graduates approved schools to start 
January 1, 1957; rotation through private and staff serv- 
ices plus pathology and participation in clinics at the 
Detroit Receiving Hospital*+; rotating services in psy- 
chiatry at Lafayette Clinic, Contagion at Herman Kiefer 
Hospital, pediatrics at Children’s Hospital and courses 
at Wayne University. For further information please 
write to: Dr. C. J. France, Director of Education, De- 
troit Memorial Hospital, 1420 St. Antoine St., Detroit 
26, Michigan. Dd 


RESIDENCIES AVAILABLE—MODERNLY EQUIPPED 
516 bed, GM&S, fully approved VA Research Hospital+; 
affiliated with Northwestern University Medical School; 
openings now for residen:s in internal medicine, general 
surgery, pathology. physical medicine and rehabilitation, 
diagnostic and therapeutic radiology; must be U. 8. 
citizens and graduates of approved schools; stipend 
$2840-$3550. For information write: Director, Profes- 
sional Services, VA Research Hospital, 333 E. Huron St., 
Chicago 11, Illinois D 


yets out of control 


and when your overweight patients are either unable or 
unwilling to exercise self-control, you can prescribe 


BIPHETAMINE and be certain of 


PREDICTABLE WEIGHT LOSS. Freed and others!.2.3 report 
dependable appetite suppression and striking weight 
loss with one Biphetamine capsule daily 


PRE-DETERMINED APPETITE CURBING action because of 
‘Strasionic’ —sustained ionic—release. ‘. . . 9O% of 

the patients reported satisfactory or excellent 

effects (curbing of appetite for 10 to 14 hours)!’! 


PATIENT APPRECIATION. “‘High enthusiasm (observed by) 
investigators . . . In addition to the excellent effect of the 
Biphetamine, this single dosage form was more convenient.'’! 


Rx Biphetamine 12% mg. or Biphetamine 20 mg. capsules containing a mixture 
of equal parts of amphetamine and dextro amphetamine in the form of a resin complex. 


REFERENCES: 1. Freed, S. Charles; Keating, J. W.; Hays, E. E.— 


Annals of Internal Medicine 44, 1136 (June 1956) 


2. Freed, S. Charles—GP VII, 63 (1953) 


3. Freed, S. Charles and Mizel, M.—Annals of Internal 


Medicine 36, 1492 (1952) 


IPHETAMINE’ 


PRE-DETERMINED ANOREXIA 
PREDICTABLE LOSS OF WEIGHT 


For Literature and Samples, write R. J. Strasenburgh Co., Rochester, N.Y., U.S.A, 


THE DOCTORS HOSPITAL 
909 University Street 
Seattle 1, Washington 
HOSPITAL APPOINTMENTS 
OPEN 
Applications being taken for the year 
beginning July 1, 1957. 


Stipend 
Internship.:........... $200 per month 
Residency $250 per month 
Medical 
Surgical 
Pathology 


Full maintenance is also provided 
187 Beds 48 Bassinets 
FULLY APPROVED 
Complete information available 
Applications to: 

Chairman, Intern Committee D 


RESIDENT SURGEONS—WHO NEED FURTHER PRE- 
ceptorship training to meet Board requirements, or sur- 
geons who have completed their residency training; 
opportunity to do a large volume of major cancer surgery 
in a research institute; 1 or 2 year appointments avail- 
able; surgeons with training in academic program pre- 
ferred; participation in research program a requirement: 
stipend $4100 annually. For further details write to: 
Dr. H. C. Moss, Roswell Park Memorial Institute+, 
Buffalo 3, New York D 


RES SCHOOL OF PSYCHIA- 
try+; approved year program; balanced clinical and 
didactic Gaining | psychotherapy and somatic 
therapies, outpatient ana child agen at VA, State 
and hospitals; affiliated with Topeka Institute 
for Psychoana ~~ 5 year appointments combining resi - 
dency and staff experience for Board eligibility available 
at staff salaries. Write: Registrar, Menninger Schoo! of 
Psychiatry, Topeka, Kansas. D 


OPHTHALMOLOGY RESIDENCY — DUE TO UNEX- 
pected loss of senior resident from this medical school 
service, there is immediate opening available as resident 
or senior assistant resident for applicant with sufficient 
background; service offers generous surgical and clinical 
experience plus active participation in teaching and 
research; generous stipend. Write: Winston Roberts, MD, 
North Carolina Baptist Hospital*+ and Bowman Gray 
School of Medicine, Winston-Salem, North Carolina. D 


APPROVED PSYCHIATRIC RESIDENCY — 500 BED 
hospital+ in Chicago medical center; Deans Committee 
supervised didactic-clinical program on 95 bed psychiatty 
and neurology service, affiliated with University of Illi- 
nois, Loyola University, Chicago Medical School, Institute 
Juvenile Research, Coynty Psychopathic Hospital, and 
large outpatient clinic. Write: Manager, Veterans Ad- 
ministration West Side Hospital, 820 South Damen Ave., 
Chicago 12, Illinois. D 


PEDIATRIC RESIDENCY APPROVED — AVAILABLE 
November 1, 1956; because of sudden call to service; 300 
bed hospital*+; active pediatric service and out-patient 
department; special emphasis on heart disease and neuro- 
psychiatric problems in children; close proximity to 2 
medical schools; salary $150 and up depending on amount 
of previous training. Apply: Administrator, Mount Zion 
— 1600 Divisadero Street, San Francisco, Cali- 
ornia. D 


PATHOLOGY RESIDENCY — IST YEAR APPOINT- 
ment; also advanced appointment available; starting Jan- 
uary 1, 1957; hospital 500 adult beds, fully-approved for 
4 years pathology residency; pathologist Board certified; 
stipend $275 per month plus room uniforms, and laun- 
dry; foreign applicants considered; preference given to 
those completing 1 year U.S. internship. Write: Fred- 
erick J. Raisch, MD, Director of Laboratory, Aultman 
Hospital*+, Canton 10, Ohio. Db 


APPROVED THREE YEAR RESIDENCIES IN PSY- 
chiatry—new GM&S hospital+; well-organized teach- 
ing program; affiliated with Washington University 
School of Medicine; all types of psychiatric experience 
represented, including supervised dynamically oriented 

ps chotherapy, pschosomatic medicine, child guidance 

; attractive career residency program available. 
er, VA Hospital, 915 North Grand Bivd., 
issouri. D 


Mana 
St. 6, 


PATHOLOGY RESIDENCIES — ONE TO THREE 
years; Board appro ed: combined hospital*+ and medi- 
colegal service; 8500 surgicals, 1300 autopsies; depart- 
ments of toxicology and neuropathology; 4 full-time certi- 
fied pathologists; stipend $3000 plus; 3 vacancies July 
1957. Apply: Division Legal Medicine, University of 
Maryland Medical School, 700 Fleet Street, Baltimore 2, 
Maryland. D 


RESIDENT CHEST DISEASES—JANUARY 1, 1957; 
approved hospital*+; 460 beds including 144 beds tuber- 
culosis division and chest clinic; recent graduate; 1 year 
residency or equivalen: preferred; must be U.S. citizen; 
eligible for California license; beginning salary $502 
monthly, meals, and laundry. Apply: Director, Thoracic 
Service, Santa Clar- County Hospital, San Jose, Cali- 
fornia. D 


RADICLOGY RESIDENT WANTED—400 BED GZNER- 
al hospital*+; approved 3 year program, but will accept 
for 1 or 2 years; start on July 1, 1957; training includes 
diagnostic and therapeutic radiology, also radioisotope 
work, pathology, and active cancer clinic; supervision 2 
full time diplomate radiologisis. Contact: Registrar, 
Education, The Jewish Hospital, Cincinnati 
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‘A. S. Aloe Company has a definite plan to help you 


Since 1860 A. S. Aloe Company has seen three generations of physicians 
open their offices for the practice of medicine, and has always stood 
by with a helping hand. Whether you plan to begin practice for the 
first time or to re-equip an existing office, we have a definite program 


of assistance tailored for you. 


A National Institution. We have 13 shipping points throughout 
the nation. This means fast, economical delivery. Moreover, we have 
more than 200 representatives with permanent residences in convenient, 
nearby locations. This means personal service when you want it. Your 
local Aloe representative will call on you regularly. 


Equipment Check Lists. These lists are designed to cover every- 
thing required to outfit your office, from hypodermic needles to X-ray 
machines. They apply to specific types of practice, item by item, room 
by room, with both itemized and total cost. 


Planning Serviee. Whether you rent or build, you may use our 


complete equipment layout service. 


We will supply suggested room 


layouts scaled to size to help you evaluate your needs. 


Tailored Payment Plan. We have a plan to fit your particular 
case. There are no interest charges under our regular “new office” 


extended payment plan. 


Leeation Service. Aloe representatives know of many ideal 
locations—communities in every part of the nation that would welcome 
an able young physician, even offer special inducements. A statement 
of your preferences will be published to our field force if you wish, 
so that you may benefit from this service. 


For complete information see your Aloe representative, or write for 


literature. 


SINCE 1860 


A. 8. ALOE COMPANY iano 
1831 Olive St., St. Louis 3, Mo. 


LOS ANGELES ® SAN FRANCISCO ® SEATTLE ® MINNEAPOLIS ® KANSAS CITY 
DALLAS ® NEW ORLEANS ® ATLANTA ® WASHINGTON, D. C. 


RESIDENCY—INTERNAL MEDICINE; 1100 BED GEN- 
eral hospital+; 3 year; 2 Ist year vacancies; teaching 
unit, Baylor University College of Medicine; female, pri- 
vate, out-patient medicine; includes all subspecialties 
under supervision of Board certified specialists; stipend 
$2840-$3550; radioisotopes, research, pulmonary func- 
tion etc.; citizenship required. D. Bennett, MD, 
VA Hospital, Houston, Texas. D 


RESIDENCIES AVAILABLE — VETERANS ADMINIS- 
tration Hospital+ ; large southern medical center affiliated 
with Tulane University and Louisiana State University 
Schools of Medicine; fully approved; citizenship required; 
openings July 1, 1957, in internal medicine, general 
surgery, urology, orthopedics, ophthalmology, radiology, 
pathology, and psychiatry. Apply: Manager, Veterans 
Administration Hospital, New Orleans, Louisiana. D 


PSYCHIATRIC RESIDENCY VACANCIES—APPROVED 
3 year residency in conjunction with Northwestern Uni- 
versity Medical School; extensive training program in 
clinical psychology, vocational counseling, social service, 
and related fields; salary ranges from $2840-$3550; and 
for career residents $76570-$10,065; hourly commuting 
distance Chicago; citizenship required. Write: Manager, 
Veterans Administration Hospital+, Downey, Illinois. D 


RESIDENCY AVAILABLE NOW—IN 180 BED HOS- 
pital; rotating or in surgery; surgery active; foreign 
graduates with 1 year approved internship acceptable; 
salary open for negotiation. Apply: Administrator, Leigh 
Memorial Hospital, Mowbray Arcy, Norfolk, Virginia. D 


RADIOLOGY RESIDENCY—ONE FIRST YEAR AP- 
pointment remains open in new 800 bed general hospital, 
main teaching unity of medical school; Ist year stipend 
$3,000, 2nd $4,000, 3rd $5,000; American citizenship; 
starting date between November 1, and February 1, is 
suitable. Apply: R. Wigh, MD, Chairman, Department 
of Radiology, Medical College of Georgia, Augusta, 
Georgia. D 


ANESTHESIOLOGY RESIDENCIES — APPROVED 2 
year active teaching program with unusually wide clinical 
experience; opportunities for clinical, teaching and re- 
search appointments in hospital and medical college after 
completion of training. Write: C. M. Landmesser, MD, 
Director of Anesthesiology, Albany Medical Center,*+ 
Albany, New York. D 


INTERNSHIPS—ROTATING: 8 AVAILABLE JULY It, 
1957; in 300 bed modern general hospitals AMA ap- 
proved; stipend $200 per month plus full maintenance; 
unusual opportunity to work with Board men in all spe- 
cialties and includes staff teaching and regular con- 
ferences on all services. Apply: Director, The Niagara 
Falls Memorial Hospital, Niagara Falls, New York. D 


PATHOLOGY—FOUR YEAR APPROVED RESIDENCY 
in morbid anatomy and clinical pathology; approximately 
7500 surgicals and 175 autopsies performed per year; 
staff includes 2 pathologists, full-time biochemist, mi- 
crobiologist and part time hematologist. Address com- 
munications to: Dr. Tobias Weinberg, Pathologist-in- 
Chief, Sinai Hospital,*+ Baltimore 5, Maryland. D 


J.A.M.A., November 24, 1956 


APPROVED RESIDENCIES—INTERNAL MEDICINE; 
available quarterly, Veterans Administration Center+, 
Dayton, Ohio; 3-4 year program, citizenship required: 
affiliated and supervised by Ohio State University Med- 
ical School, salary $2810-$4000 per year; approved for 
benefits under Public Law 550. Apply: Dr. S. Simerman, 
Chief, Medical Service, VA Center, Dayton, Ohio. 


PATHOLOGY RESIDENCY — AVAILABLE JANUARY 
Ist; 344 bed hospital*+; 2 full time Board diplomate 
pathologists; 240 autopsies; 5,000 surgical pathologica! 
eases; 155,000 clinical pathological examinations; 4 year 
approval in clinical pathology and pathologic anatomy: 
$225 to $300 plus $75 allowance for maintenance per 
month, York Hospital, York, Pennsylvania. Dd 


RESIDENTS WANTED—FOR RESIDENCY STARTING 
immediately; general rotation residency in 174 bed hos- 
pital, well-equipped in all services; U. S. citizenship, 1 
year internishp and eligibility for California license re- 
quired; in attractive mountain, seaside resort city; salary 
$460 per month. Apply: To Director, County Hospital, 
Santa Cruz, California. D 


RESIDENCY—INTERNAL MEDICINE; 1100 BED GEN- 
eral hospital+; 3 year; teaching unit, Baylor University 
College Medicine; female, private, out-patient medicine; 
includes all subspecialties under supervision of Board 
certified specialists; stipend $2840-$3550; radioisotopes, 
research, pulmonary function etec.; citizenship required. 
H. D. Bennett, MD, VA Hospital, Houston, Texas. D 


GENERAL PRACTICE RESIDENCY—-A 2 YEAR RES- 
idency is offered at the University of Colorado Medical 
Center,*+ with a choice of programs in the second year; 
appointments are now being made for July 1, 1957. Apply 
to: The Office of Postgraduate Medical Education, Uni- 
versity of Colorado Medical Center, 4200 East Ninth 
Ave., Denver 20, Colo ado. D 


APPROVED RESIDENCIES IN PULMONARY DIs- 
eases—offering broad variety of experience in TB and 
non-TB lung disease, available July 1, 1957; teaching 
hospital+ in Health Center, Ohio State University; sal- 
aries various grades $3,456 to $5,200. Write: Director, 
Ohio Tuberculosis Hospital, Ohio State University Cam- 
pus, Columbus 10, Ohio. D 


ANESTHESIOLOGY — ONE OR TWO YEAR RESI- 
dency fulfilling the requirements for the American Board 
of Anesthesiology certification; stipend Ist year $2400; 
second year $3000. Write to: Leo V. Hand, MD, or 
Francis J. Audin. MD, Department of Anesthesiology, 
New England Deaconess Hospital+, Boston, Massa- 
chusetts. D 


ANESTHESIOLOGY APPROVED TWO YEAR RESI- 
dency—250 bed community hospital*+, training in all 
branches of anesthesia; hospital affiliations; $1800 Ist 
year; $3600 2nd year; full maintenance; applications 
accepted for July 1, 1957 and September 1, 1957. Box 
2259 D, % AMA. 


ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY 
of Minnesota Horpitals, Minneapolis Veterans Adminis- 
tration Hospitals and associated hospitals; an opening 
every 4 weeks. Address: Frederick H. Van Bergen, 
MD, Director of Anesthesiology, University of Minne- 
sota Hospital, Minneapolis, Minnesota. D 


FULLY APPROVED RESIDENCIES—THREE YEARS 
in internal medicine; 3 years in pathology, 2 year ap- 
proved; all teaching by diplomates; joint program of an 
educational and research foundation with an accredited 
eee in a large southwestern city. Box 2038 D, 
AMA. 


PATHOLOGY RESIDENCIES AND HEMATOLOGY 
fellowships—in Baylor University Hospital*+, Dallas, 
Texas; approved 4,years PA and CP under 4 certified 
pathologists and several PH.Ds; opportunity for research 
and advanced degrees; $2140 to $3900 plus. Write: Dr. 
J. Hill for brochure. D 


FULLY APPROVED OBSTETRICS -GYNECOLOGY 
residency—320 bed non-sectarian, non-profit hospital+; 
California license or eligible; stipend $400. Apply: E. C. 
DeLear, Assistant Administrator, Saint Francis Mem- 
orial Hospital, 900 Hyde Street, San Francisco 9, = 
fornia. 


PEDIATRIC AND MEDICAL RESIDENT—AVAILABLE 
July 1, 1957; 1 year approved program in medicine; 2nd 
year pending following inspection; 2 year approved pro- 
gram in pediatrics; both programs affiliated with large 
charity hospital. Apply: Administrator, Baptist Hospit- 
al*+, Nashville, Tennessee. D 


PATHOLOGY RESIDENCY—FULLY APPROVED; 325 
bed teaching hospital*+; 4 year program for certifica- 
tion; research encouraged; opportunity for participation 
in medical school program; $3300 to $6000 according to 
year of service. Lee N. Foster, MD, Pathologist, St. Vin- 
cent’s hospital, Indianapolis, Indiana. D 


RADIOLOGY—FIRST YEAR RESIDENCY*+ AVAIL- 
able summer 1956, New England; fully-approved 3 year 
program including isotopes, radiation therapy, mega- 
voltage; 3 full time Board radiologists plus physicist; 
monthly stipend $150 plus $80 family allowance, Box 2329 
D, % AMA. 


PEDIATRIC RESIDENCY—IN FULLY APPROVED 100 
bed pediatric hospital; teaching unit, University of Ne- 
braska and Creighton University Schools of Medicine and 
their graduate schools; an active acute service; eligibility 
for license required. Write: Administrator, Children’s 
Memorial Hospital, Omaha 5, Nebraska. D 


OPPORTUNITY—FOR RESIDENCY TRAINING FOR A 
limited number of physicians starting January 1957 or 
July 1957; accredited for 2 years training. For further 
information contact: Jack A. Wolford, MD, Superin- 
tendent, Hastings State Hospital,+ Ingleside, Nebraska. 


RESIDENCIES — INTERNAL MEDICINE; (600 BED 
Veterans Administration Hospital* +, —< Beach, Cali- 
fornia; 410 medical beds; Dean’s Committee approval; 
applicants must be U.S. citizens and graduates of ap- 
proved schools. Write: Director, Professional Services. D 


SURGERY RESIDENCY—3 YEAR APPROVED PRO- 
gram*+; training includes general, orthopedic, thoracic 
and neuro-surgery, additional work in gynecology, and 
pathology; Ist year opportunity available July 1, 1957; 
$3300 beginning stipend. Box 2324 D, % AMA. 


(Continued on page 86) 
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This Inhaler 


Does Not Produce Troublesome 


Excitation or Wakefulness 


Unlike most volatile decongestants, ‘Benzedrex’ Inhaler produces almost 
no central nervous stimulation. It may be used even by those patients 

in whom such ephedrine-like side effects as insomnia, restlessness, 

or nervousness are frequently encountered. 


The active ingredient in ‘Benzedrex’ Inhaler is propylhexedrine, a compound 
developed by S.K.F. specifically to provide rapid, complete and 
prolonged intranasal decongestion—zrth no troublesome excitation or wakefulness. 


As one of many investigators points out, the Inhaler’s “rapid and 

prolonged decongestive effect and lack of undue central nervous system 

stimulation have proved it to be [a] most effective preparation.” 
—Internat. J. Anesth. 2:64, 1954. 


* formula 
Each ‘Benzedrex’ Inhaler is 
acked with propylhexedrine, 
-K.F., 250 mg.; and 
For your patients’ comfort between visits to your office aromatics. 


Smith, Kline ¢ French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 


j 


When agitation 
must be controlled... 


SPARINE offers dramatic tranquilizing action. 
In your practice, it is a means to simplify difficult management— 
to bring acute agitation under prompt control. 


SPARINE is well tolerated on intravenous, intramuscular, 

or oral administration. Toxicity is minimal—no case 

of liver damage has been reported. Parenteral use offers 
(1) minimal injection pain; (2) no tissue necrosis 

at the injection site; (3) potency of 50 mg. per cc.; 

(4) no need for reconstitution before injection. 

Professional literature available upon request. 


Philadelphia 1, Pa. 


HYDROCHLORIDE 


hydrochloride 


Promazine Hydrochloride 


*Trademark 
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BURDICK 
UT-4 
ULTRASONIC 
UNIT 


The new Burdick UT-4 now makes it 
possible to bring the effectiveness 
of ultrasonic therapy to a greater 
number of clinical conditions. 


This truly efficient, light-weight in- 
strument can easily be transported to 
the hospital room or carried to the 
home for effective treatment of the pain 
and tenderness associated with such 
conditions as tenosynovitis, epicondyli- 
tis, osteoarthritis, subdeltoid bursitis, sci- 
atic neuralgia, fibrositis and contractures. 


Weighing only 25 pounds, this new 
Burdick unit incorporates sufficient power 
and radiating surface to assure effective 
treatment, whether in or away from your 
office. 


You can own this new Burdick ultrasonic 
instrument at a considerable saving in original 
cost and upkeep. 


SPECIFICATIONS: 


© Total output: I5 watts 

@ Effective radiating area: 6 cm. 

@ Effective intensity: 2!/2 watts per cm2. 
@ Compact: measures only 16". 


ASK YOUR BURDICK DEALER FOR A DEMONSTRATION. 


THE BURDICK CORPORATION MILTON, WISCONSIN 


APPROVED RESIDENCY NOW AVAILABLE PATHO.- 
PATHOLOGY RESIDENCY AVAILABLE — JULY 1, 
1957; approved AMA; clinical pathology and pathologie hy S. K. Kurland, we. St. Anthony Hospital, 16th 
anatomy; stipend $300 per month. Address: Director of & Quitman, Denver, Colerade. ad 


Laboratories, it Tennessee Bapt * - 
Baptist Hospital,++ Knox | HOUSE PHYSICIAN—123 BED GENERAL HOSPITAL; 
northern Pg ' York State; salary plus maintenance. Ap- 
APPROVED RESIDENCIES—INTERNAL MEDICINE. ply: D. J. Thomas, Executive Director, Nathan Littauer 
3 years; January 1, 1957 or July 1, 1957; starting $308 Hospital, ‘Gloversville, New York. D 
per month plus maintenance; AMA approved internship sf 
required. Education Director, Highland Park General WANTED — TWO SECOND YEAR SURGICAL RESI- 
Hospital*+, Highland Park 3, Michigan. D dents; graduates of approved schools only; for 350 bed, 
midwestern hospital, with full 4 year approved general 

surgery program. Box 2322 D, % AMA. 


(Continued from page 82) 


ANESTHESIOLOGY RESIDENTS — APPROVED 2 
year residency in private hospital; full integrated teach- 
ing program; opportunity to staff appointment on com- RESIDENT PATHOLOGIST—FOURTH YEAR MAN TO 
pletion of training; $250 monthly stipend; 1 year intern- complete training in approved residency with large mid- 
ship requirement. Box 2142 D, % AMA. western metropolitan hospital*+ and remain with group 

if satisfactory. Box 2283 D, % AMA 

ANESTHESIOLOGY RESIDENCY—BOARD AP- 
proved; 380 bed hospital*+; all types of surgery; 11,000 RESIDENT OR INTERN—FOR GENERAL HOSPITAL; 
anesthetics per year; liberal stipend. Write: Dr. Lloyd $400 monthly salary; room and laundry furnished; must 
H. Mousel, Director of Anesthesia, Swedish Hospital. be graduate of a medical school; foreign residents ac- 
Seattle Washington. D cepted. Lourdes Hospital, Binghamton, New York, D 

RESIDENCY IN PATHOLOGY—THREE YEAR, AP- . 
proved* +; salary $300 per month with maintenance; in ONE YEAR GENERAL SURGICAL RESIDENCY — 
Pacific Northwest city of 200,000: emphasis on teaching; available January 1, 1957; in 500 bed approved Ohio hos- 


4000 surgical specimens; 200 autopsies; 120, 000 clinical pital*+; available to graduates approved schools, Box 
laboratory procedures annually. Box 2222 D, % AMA. 


2282 D, % AMA. 


J.A.M.A., November 24, 1956 


RESIDENCIES WANTED 


SURGERY RESIDENCY FOR COMPLETION 
Board requirements; well-trained; American grade 
medical sehool; references, university surgeons; avail. 

able immediately, or later. Box 2325, % AMA. 


LOCUM TENENS WANTED 


RADIOLOGIST—TO ASSIST FOR ANY GIVEN INTER- 
val to July 1, 1957; $1200 per month; possible permanent 
association with increasing salary or partnership. Box 
2275 G, % AMA. 


SITUATIONS WANTED 


OBSTETRICS-GYNECOLOGY—CLINIC OR PARTNER- 
ship; year’s residency, anesthesiology; year’s internship, 
3 years residency, obstetrics-gynecology, university hos- 
pital; 2 years Captain USAFMC, Germany; 1 year, 
obstetrics-gynecology, large clinic; prefers Minnesota, 
Wisconsin, Michigan only; eariy thirties; married, 2 
children ; immediately available. Woodward Medical Bu- 
reau, 185 N. Wabash, Chicago, Illinois. I 


GENERAL PRACTICE—EMPHASIS INTERNAL MEDI- 
cine; married; family; ob'igation military service com- 
pleted January 1957; excellent university training; desire 
Ben with or individual; licensed California. 

Ox 


PATHOLOGIST—35; MARRIED; FULL TIME PROFES- 
sor; desires hospital or clinic position in South, South- 
west or far West; preferable aeademic affiliation; per- 
centage or lessee arrangement; National Boards. Box 
2339 I, % AMA. 


PHYSICAL MEDICINE — 44; FAMILY; DIPLOMATE 
American Board; desires directorship rehabilitation cen- 
ter preferably hospital medical school affiliation; experi- 
enced heading large departments, clinical research, 
university affiliation 10 years, Box 2361 I, 9% A. 


GENERAL PRACTITIONER—43; MARRIED; 4 SMALL 
children; seeks relocation; will consider anything, any- 
where provided income, schools and housing eoegee: 
ar approved school and member AMA. Box 2294 I, 


IF IN NEED OF AMERICAN BOARD SPECIALISTS 
to head departments, physicians for private practice, 
industry or public health, please write for recommen- 
dations. Woodward Medical Personnel Bureau, 185 N. 
Wabash, Chicago. i 


GENERAL SURGEON—FAMILY; VETERAN; CHIEF 
resident large charity hospital; available July, 1957; ex- 
cellent training in surgical specialties including thoracic; 
prefer group association in south. Box 2357 1, % AMA. 


RADIOLOGIST — CERTIFIED; AGE 35; VETERAN; 
family; desires asseciatian with established man, group, 
ye ae in city over 25,000 population. Box 2346 I, % 


PEDIATRICIAN — 36; BOARD ELIGIBLE; DESIRES 
group or aes or private practice in Southern Cal- 
ifornia, Nevada or Texas; 6 years private practice in 
East; family. Box 2345 1, % AMA. 


RADIOLOGIST — DIPLOMATE AMERICAN BOARD 
1949; associate university teaching hospital; military 
service completed; desires hospital affiliation with oppor- 
tunity private practice. Box 2344 1, % AMA. 


SURGEON—MIDDLE AGED; WITH WIDE EXPERI- 
ence in general and industrial surgery; desires new lo- 
cation ; en full time industrial position in East. Box 
2343 L AMA. 


GENERAL SURGEON—37 ; MARRIED; BOARD CERTI- 
fied; thoracic training; 4 years chief surgeon hospital 
group; desires location on an individual or partnership 
basis. Box 2351 I, % AMA 


FLORIDA FACS, WHO LIKES GENERAL 
practice—wants to me associated with general sur- 
ry or general practitioner in Florida. Box 2358 |, % 


INDUSTRIAL MEDICINE — FULL TIME POSITION 
wanted in the State of New Hampshire; by a 30 year old 
McGill graduate; married. Box 2352 I, % AMA. 


INTERNIST—EXPERIENCED IN ANIMAL AND CLIN- 
ical research; desires academic position. Box 2348 I, % 


GENERAL SURGEON—BOARD ELIGIBLE; 31; DE- 
sires association with surgeon or group in California or 
Washington State. Box 2293 I % AMA. 


GENERAL SURGEON—31; BOARD ELIGIBLE; CATE- 
gory IV; married, family; desires private practice loca- 
tion or association. Box 2155 I, % AMA. 


GENERAL SURGEON — BOARD QUALIFIED; 34: 
family; university trained: complete military obligation 
February, 1957; licensec in Connecticut and Maryland; 


desires association with individual or group. Box 2313 I, 
% AMA. 


SURGEON — FULLY QUALIFIED; IN CHARGE OF 
thoracic and cardiac surgery university department 5 
years; extensive experience experimental surgery and 
erfusion weed seek opportunity in private prac- 
ice. Box 2264 1, % AMA, 


Do you need a _ well-qualified assistant or associate’ 
We have many who would interest you. Write us. 


THE NEW YORK MEDICAL EXCHANGE 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Selection Since 1926 


(Continued on page 90) 
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“_.. Steady improvement...anda 
continuing sense of well-being..." 


Nepera Brand of Oxtriphylline (Choline Theophyllinate) 


orally effective —well-tolerated—excellent for long-term use 


In the prophylactic management of the chronic 

asthmatic, Choledy] is a highly effective new xanthine Supplied: Tablets of 100 mg. 
compound. It is “more soluble than aminophylline (red) and 200 mg. (yellow); 
. .. appears to be more stable... produces less gastric _ bottles of 100, 500 and 1000. 
irritation ... and can be administered orally for the | p,own, E.A., and Clan cy, R.E.: 
management of bronchial asthma, including pulmo- Ann. Allergy 13:543, 1955. 
nary emphysema.” 2. J.A.M.A. 160:467, 1956. 


NEPERA CHEMICAL CO., INC. 
Pharmaceutical! Manufacturers 
Nepera Park, Yonkers 2, N. Y, 


IN HRONIC ASTHMA AND EMP 
: 
fall 
mt 


50 75 100 


‘Dexedrine’ not only curbs appetite during weight reduction therapy, 
but also helps maintain weight loss. While on ‘Dexedrine’ therapy, 
the patient becomes accustomed to a lowered food intake. 

When ‘Dexedrine’ is withdrawn, the adjustment to new eating habits 
made with ‘Dexedrine’ ordinarily persists. 


Dexedrine* Sulfate (dextro-amphetamine sulfate, $.K.F.) 
Tablets + Elixir - Spansulef capsules 


made only by 
Smith, Kline & French Laboratories, Philadelphia 
first D4 in sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. Patent Applied For. 


“The March of Medicine” presents “‘Monganga”’, the story of missionary 
medicine, in color, on Tuesday, November 27, 9:30 P.M., EST, over the NBC-TV network. 


| 
finding th t 
weight reducing program 
permanent-results. 
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Simplified 
prevent 
Angina Pectoris 


night 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


ustained 


*Usual dose: Just 1 tablet upon arising and one before the evening meal. Bottles 
of 50 tablets. THos. LEEMING & Co., INc., 155 East 44th Street, N.Y. 17, N.Y. 
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neomycin and ethamicort 


BLS 


ltablet 
allday N 
"1 tablet OW 
: 
| * trademark 


J.A.M.A., November 24, 1956 


BVILDING 


MEDICAL ARTS 


... and they accuse us of over-specialization—” 


(Continued from page 86) 


INTERNIST—BOARD ELIGIBLE; UNIVERSITY 
pital trained; sub-specialty cardiology; Dipl 
tional Boards; age 35; family; desire permanent tna 
tion, private practice or association, general medicine or 
speciaity. Box 2281 I, % AMA. 

OBSTETRICIAN AND GYNECOLOGIST—AVAILABLE 
July 1957; graduate of University of Toronto, Diplomate 
of National Board; New York license; 4 years specialty 
training; Board eligible; will consider — but pre- 
fer eastern States. Box 2277 I, % AMA 


PATHOLOGIST — 36; BOARD ELIGIBLE; CLINICAL 
and anatomical pathology; 5 years research before resi- 
dency; publications; married; prefer hospital service 
small or medium town in West; consider foreign position. 
Box 2267 I, % AMA. 


INTERNIST—CERTIFIED; COMPLETING RESIDENCY 
diagnostic radiology; interested gastroenterology 
qualified g-i X-ray; some private practice experience; 
35; hard worker, family man, churchgoer; seeks asso- 
ciation; complete details requested. Box 2266 I, % AMA. 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 

departments, join groups, etc.; physicians for pri- 

vate practice, assistants or associates, industry, public 

health. Please write for recommendations, Shay Medical 
Agency, 55 E. Washington, Chicago. 


WHEN IN NEED OF AMERICAN BOARD SPECIAL- 
ists to head departments, physicians for private prac- 
tice, public health or industry, please write for 
recommendations. Burneice Larson, Director, Medical 
Bureau, 900 N. Michigan Ave., Chicago. 1 


RADIOLOGIST—MAYO TRAINED; CERTIFIED DIAG- 
nosis and therapy; 2‘ years experience — training; 
married and young children. military service completed; 
prefer good permanent — in larger town in 

southeast. Box 2254 1, % A 


OBSTETRICIAN-GYNECOLOGIST — BOARD ELIGI- 
ble; 35; completing military service; at present Air 
Force Major; head of obstetrics-gynecology department, 
large air force hospital; desires association with individ- 
ual or group; Illinois preferred. Box 2235 I, % AMA. 


PEDIATRICIAN—BOARD CERTIFIED; WOMAN; 41; 
experienced private and consultation practice; has held 
clinical teaching appointment; desires teaching position 
or part-time consultation with group; prefer mild climate. 
Box 2320 1, % AMA. 


RADIOLOGIST — DIPLOMATE; ISOTOPE TRAINING; 
experienced; age 36; family; desires hospital position: 
would yh agin in teaching appointment, Box 
2319 I 


GENERAL SURGEON—34; MARRIED; BOARD QUAL- 
ified; university hospital ‘trained: experienced traumatic 
and general surgery; leaving military service; available 
immediately; prefers midwest. Box 2321 1, % AMA. 


INTERNIST — BOARD ELEGIBLE; 32; MARRIED; 
medical staff university affiliated V. A. hospital; 5 years 
training; considerable cardiology ; or 
affiliation; east or west coast. Box 23 » Yo AM 


ANESTHESIOLOGIST — BOARD ELIGIBLE WITH 2 
years experience; married; 3 children; desires a depart- 
ron or partnership; East preferred. Box 2328 I, 


INTERNIST—29; MARRIED; UNIVERSITY HOSPITAL 
trained; desires association with group or established 
internist; available July 1957. Box 2224 I, % AMA. 


PROFESSIONAL AND TECHNICAL AIDES 


WANTED—(a) MED TECH; full tech 
resp; cert pa chge =. 8; vol gen 
orca; 


hosp 150 utdoor 
(b) Te TECHS: 100 bd gen 
"TECH or med etr; E. 


im 
bds; $400, 
(2) LAB re Teens qual chem. 


fully univ city; Calif. (g) 
ual bact, serol; state tech 


ut. 
facil reg clin mpor univ 
city 200,000; very EF ME H; sta of 
techs in active lab, resid 


0.000 fairly glows NYC. Personnel 


WANTED — PUBLIC HEALTH LABORATORY BAC- 
teriologist; 5 day week; start $333 monthly; County re- 
tirement system; California certificate necessary. Write 

to: Dr. Irena A. Heindl, P, O. Box 1607, Modesto 

California. L 


WANTED—ASCP REGISTERED LABORATORY TECH- 
nicians ; for 250 bed general hospital; salary open, depend- 
ing on experience and training, Apply: Charlies Chesner, 
MD Pathologist, St. Joseph Hospital, Lorain, Ohio. L 


WANTED—(a) MED. TECH; small hosp; well 
uipped dept; smali town near Naval Air Base, 
ou 350. bed b) SENIOR HEMA- 


50 
Chee. (e ED. H; well gual bact; Fla; $500 
RESEARCH ASSISTANTS 


oppor, 

to med. Mw 

TECHS: gen. hosp., 350 beds; teh’g ti $425 

375 Teipectivly So. (f) CHIEF TEC 50 bed 

TGA AH; foreign jons, co; $510 plus 


Medicai Bureau, Burneice 
Larson, Director, 900 N. Michigan Avenue, Chicago. 


CLINICAL LABORATORY TECHNOLOGISTS — POSI- 
tions now open in hematology, clinical chemistry, histol- 
ogy, 4 blood bank, due to expansion of facilities; 650 
modern general hospital*+; 3 certified path- 
ologists | in attendance; approved school of medical tech- 
nology; salary range $3700-$5200, depending on train- 
ing and experience; 40 hour week, paid sick leave, paid 
vacation and other personnel policies; Pension 
for no night calls Apply: Dr. Melvin canny, © irec- 
Diagnostic Laboratories, Miami Valley ospital, 

0. 


HOSPITALS AND SANATORIA FOR SALE 


FOR SALE OR LEASE—10 BED MODERN HOSPITAL 
and clinic; completely equipped; in town of 2500 within 
30 minutes of Dallas, Texas; town located on 4 lane super 
highway; large gtowth area; established 6 years; excel- 
lent practice established with excellent income; owner 
has made enough anc desires to take long overdue vaca- 
tion. Box 2237 0, % AMA. 


PRACTICES FOR SALE 


CALIFORNIA — WELL-ESTABLISHED PRACTICE OF 
woman doctor in growing San Joaquin Valley city; 
equipment optional, reasonable office rent; excellent hos- 
pital facilities, nm staff; leaving permanently to spe- 
cialize; will introduce; available January Ist. Box 2350 
P, % AMA, 


CALIFORNIA—1/5. INTEREST IN TERIVING, WELL- 
established and equipped group Los Angeles area; $1000 
mee income guarantee against percentage ; minimum 

0,000 down required. Box 2228 P, % AMA. 


INDIANA—RECENTLY REMODELED 14 ROOM HOME- 
office combination with well-organized practice grossing 
$36,000; drugs and equipment included at $25,000; terms 
to suit. Box 2273 P, % AMA. 


IOWA—WELL-ESTABLISHED GENERAL PRACTICE; 
southwest Iowa; recently remodeled home—office and good 
equipment; leaving tc take administrative position. 
Write: P. L. Spencer, MD, Essex, lowa. P 


MISSOURI — ELDERLY MD WISHES TO RETIRE; 
sell office equipment and lease office; health resort; 6,000 
population, growing; good hospital; good opportunity for 
young MD. Box 2260 P, % AMA. 


MISSOURI — FOR SALE; GENERAL PRACTICE; 
well-established; fully-equipped office; rural area serv- 
ing 10,000 population; doctor leaving for military serv- 
ice; cash transaction preferred. Box 2349 P, % AMA. 


MISSOURI —- EENT; LONG ESTABLISHED, UNOP- 
posed practice in pleasant college town 12,000; spacious, 
equipped 6 rooms with surgical facilities; modest lease; 
ra ee retiring; reasonable; terms. Box 2317 P. 

AMA, 


(Continued on page 98) 
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The Importance 


Rescinnamine in 


The Original Alseroxylon Fraction of tndia-Grown Rauwolfia Serpentina, Benth. 


The isolation of rescinnamine,' another potent alkaloid in Rauwolfia 
serpentina, has substantiated two important points: 


A—lIt discredits the erroneous opinion that reserpine is the sole 
active principle of Rauwolfia;? 


B—It helps to define the advantages of Rauwiloid, the alseroxylon 
fraction of Rauwolfia serpentina, which presents desirable 
alkaloids* of the Rauwolfia plant (among them reserpine and 
rescinnamine) but is freed from undesirable alkaloids and the 
dross of the crude root. 


Pharmacologic and clinical evaluation has shown rescinnamine to 
be similar to reserpine in antihypertensive activity, but to be con- 
siderably less sedative and much less apt to lead to lethargy and 
mental depression. **® 


The interaction of reserpine, rescinnamine, 
and other contained alkaloids may well ac- 
count for the balanced and desirable clinical 


behavior of Rauwiloid. 
eller, 

Kiobs, and The dosage of Rauwiloid is simple 
Shem. and definite: Merely two 2 mg. 
J jeder tablets at bedtime. For mainte- 

nes, M.L., innamine, proc. i 
‘Torkes with ‘ee nance, one tablet usually suffices. 


namine, Clin 
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Little Man, what now’? 


Advanced stage—when your baby-patients are on the 


way to a full food schedule. Gerber prepares over 


35 Strained Foods to provide a “broad spectrum” of 


nutritive values—stimulate appetite interest—lay the 


foundation for future good eating habits. In addition to 


milk, orange juice, cereals, fruits, vegetables and meats: 


Gerber Strained Egg Yolks 


Pathogenically safe — processing 
includes pressure cooking for 
45 minutes at 240° F. Well tol- 
erated, with fat in finely emulsi- 
fied form. Creamy custard-like 
consistency. 


Babies are our 
business...our 


only business / 


4 CEREALS * OVER 70 STRAINED AND JUNIOR FOODS, INCLUDING MEATS 


Gerber Strained Desserts 


3 Gerber Puddings — Orange, 
Vanilla Custard, Fruit Dessert 
are made with egg yolks and 
milk — or natural fresh fruit. 
All textured to a _ pleasantly 
smooth consistency. 


Gerber Teething Biscuits 


Extra-hard, smooth-surfaced, 
they’re easy on tender gums, 
provide good biting exercise. 
Contain added whole-milk 
solids, dried yeast, dicalcium 
phosphate. Light, mild flavor. 


Gerber. 


BABY FOODS 


FREMONT, MICHIGAN 


| 
| | 


DIURETIC OF 
CHEMICAL 
DISTINCTION 


FOR CLINICAL 
DISTINCTION 


THIOMERIN’ 


SODIUM 
MERCAPTOMERIN SODIUM 


“Sterile mercaptomerin sodium [THIOMERIN 
sodium] is an effective mercurial diuretic that 
produces much less local irritation on 
injection than other organomercurial 
compounds used for this purpose.” 


Combining smooth action with high effec- 
tiveness, THIOMERIN adds the striking bene- 
fit of minimal toxicity, both local and 
systemic.!? 


Unlike all other mercurial diuretics, 
THIOMERIN is a thionated compound. Its dis- 
tinctive formulation substitutes sodium thio- 
glycollate for theophylline, and it is this 
feature that gives it its singular advantages 
as a diuretic of choice. 


1. New and Nonofficial Remedies. J.B. 

Lippincott Co., Philadelphia, 1956, re 

p. 328. 2. Osol, A., and Farrar, G.E., Myeth 
Jr.: The Dispensatory of the United , 


States of America. J.B. Lippincott Co., 
Philadelphia, 1956, pp. 808-809. 


k 


Philadelphia 1, Pa. 


: 
Gack. 
\ 


allergy existing as a 


pit of heredity, i asted with induced STI 
immediate a., response which 
appears within a sho e, i.e., from a few a ee 


minutes up to an hour. induced a., allergy 

resulting from the injectjggit—f an antigen, con- A 
tact with an antigen of ion with a Lac- if. ; 

terium. latent a., alle ch is not mani- 


Shortly after antihistaminic 


a condition in 


therapy was introduced, Pyri- 
cold, light, ; , benzamine was chosen as a 


standard among 17 antihista- 


minics compared for their 
power to inhibit histamine 
flare.! Six years later, Pyri- 
benzamine still was “probably 
prescribed more widely than 
any other histamine antagon- 
ist.” Effectiveness in control- 
ling edema, erythema and 
whealing has made Pyriben- 
zamine an enduring antihista- 
minic standby in such condi- 
tions as allergic dermatitis and 
rhinitis, urticaria, serum sick- 
ness and drug reactions. 

1. Lovejoy, H. B., Feinberg, S. M., and 
Canterbury, E. A.: J. Allergy 20:350 
(Sept.) 1949. 2. Goodman, L. S., and 
Gilman, A.: The Pharmacological Basis 


of Therapeutics, 2nd Ed., The Macmillan 
Company, New York, 1955, p. 660. 


hydrochloride 
(tripelennamine hydrochloride CIBA) 


Dosage: One or two 50-mg. tablets 
as required. Supply: Tablets, 50 mg. 
(scored) and 25 mg. (sugar-coated). 


*. I B A SUMMIT,N. J. 


allergic mani pn oc- 
emeocrine a., allergy to an 
| 
bling allergy but in which the allergen is a a oF 
mental or emotional state. normal a.,ipduced ee) 
| 
| 
2/2316" 
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PROBENECID 


When BENEMID was given to gouty workers, immobi- 
lized joints showed “...considerable improvement and 
relaxation so that patients have been returned to useful 
occupations.””" 

“During the past six years... BENEMID...has demon- 
strated its value as a uricosuric agent of low toxicity.”’* 
Indeed, in chronic gout it has been called a “most 
effective uricosuric substance....Its use for reduction 
of size of tophi has been effective.’’* 


References: 1. Indust. Med. 22:311 (July) 1953. 2. Journal-Lancet 76:190 (July) 1956. 3. J. Chronic 
Dis. 2:645 (Dec.) 1955. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. INc.. PHILADELPHIA 1, PA. 


— 
ag 


“WHENEVER 


elieves cough quickly and thoroughly 7 Ef 
lasts: t 


one 

and 1.5 mg. 
“MesopiIN.t Average -adult 
dose: One teaspoonful or 
tablet. after meals. and at 
time. May’ be: habit- 

ng. Available.on your, 


7 
4 
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“,..a simple and practical program 
for cyclic steroid therapy in patients 
with disorders of ovarian function 


© 99 1 
a n d in ertilit 1 Finkler, R. S.: The practical managemen t 
7 of disturbances in ovarian function (second- 
ary amenorrhea and anovulatory cycles) with 
long-acting steroids: estradiol valerate and 
17-alpha-hydroxyprogesterone-caproate. The 
American Society for the Study of Sterility. 


Twelfth Annual Conference. June 10, 1956, 


MENSTRUATION 
Plan ' DELALUTIN (250 mg.) WITH DELESTROGEN 
| DELESTROGEN (20 mg.) DELESTROGEN (5 mg.) DESQUAMATION (20 mg.) 
of} 
| Ist Week 2nd Week 3rd Week 4th Week Repeat Schedule © 


DELALUTIN 


Squibb Hydroxyprogesterone Caproate 


A single intramuscular injection of this potent new ester 
provides sustained progestational action for approximately 
2 weeks, when enough estrogen is present. The continued 
effect of Delalutin simulates endogenous hormone production. 


Vials of 2 and 10 cc. Each cc. provides 125 mg. hydroxyprogesterone 
caproate. 


DELESTROGEN 


Squibb Estradiol Valerate 


A single injection provides sustained estrogenic action for 
2 to 3 weeks. This unique “timed action” approximates the 
Squibb Quality— estrogenic phase of the normal ovarian cycle. 


the Priceless Ingredient Vials of 1 and 5 cc. Each cc. provides 10 mg. estradiol valerate. 


DELALUTIN ano DELESTROGEN ® are sQuiBe TRADEMARKS 


| 
SQUIBB 
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THUMBSUCKING 


since infancy caused this malocclusion. 


THUM broke the habit 
H UJ i and teeth returned to 
TRADE MARK normal position. 


Get Thum at your druggist or surgical dealer. 
Prescribed by physicians for over 20 years. 


PRESCRIBE RELAXATION 
FOR YOURSELF! 


The cares and fatigue of the office vanish in 
your glass garden Ezyrected Greenhouse. 
Manufactured in a variety of sizes to fit 
the convenient space in your garden by 


TEXAS GREENHOUSE CO. 


1506 W. Rosedale Fort Worth, Texas 


ALUMINUM } Literature on Request, 
REDWOOD Please Specify. 


Please Do Not Ask for the names of classified advertisers in the JOURNAL 
who use box numbers. We are bound by agreement with these advertisers not 
to give out this information. Address your replies or inquiries to the box given, 


A.M. A., and we will forward them. 


No valve adjustments...when you 
sterilize the SpeedClave way 


Autoclaving is simple when you 
don’t have to adjust valves or watch 
the clock. The SpeedCiave has no 
valves . . . it’s completely automatic. 


No other office autoclave is so 
simple to operate. Your nurse can 
devote more time to other duties. To 
sterilize, she merely loads the Speed- 
Clave, then sets it. 


LIGHTS AND STERILIZERS 
Wilmot Castle Co. + 1722 E. Henrietta Rd. + Rochester, N. Y. 


Send me descriptive bulletin DS-246 which tells all 
about the SpeedClave. 


Name 


From a cold start, your sterilizing 
is done in half the time of other auto- 
claves, and the SpeedClave even 
turns itself off. 

Simple? Nothing could be simpler 
—or safer. Autoclaving is the safe 
way to sterilize. And SpeedClaving 
is the simplest and quickest. 


Address. 


J.A.M.A., November 24, 1956 
(Continued from page 90) 


NEBRASKA — NORTHWEST OMAHA; GENERAL 
practice; new building; low rent, $115 per month; ground 
floor; $20,000 to $25,000 collected annually with no major 
surgery; equipment itself worth well over asking price; 
X-ray, EKG, 2 examining rooms and entire office fully 
equipped; $5000; reason, joining group out of State. Box 
2356 P, % AMA. 


NEW JERSEY—CAMDEN, IN HEART OF DELAWARE 
Valley; well-established physician's office and home; large 
lucrative practice, reason for selling, specializing; office 
consists of air-conditioned waiting, consultation, 3 treat- 
ment, and powder room; dwelling consists of livingroom, 
diningroom, den, kitchen, 4 bedrooms and 2 bathrooms; 
terms to right party. Alex M. Malamut, Realtor, 521 
Street, Camden, New Jersey, Telephone: WO 

P 


OHIO—PRACTICE, COMPLETE NEW OFFICE EQUIP- 
ment and furniture of recently deceased dermatologist, in- 
cluding modern ‘‘Treatmaster Special’’ X-ray therapy 
unit, Bovie Electrosurgical unit, Mill-Bilt planing unit, 
etc. Box 2353 P, % AMA. 


OREGON — GENERAL PRACTICE; 10,000 POPULA- 
tion; near hunting, fishing; grossed $38,000 with most 
surgery referred although surgical and hospital privileges 
available; lease on modern complete office; specializing; 
will introduce or temporarily associate. Write: Box 2300 
P, % AMA. 


OREGON — GENERAL PRACTICE; MODERN COM- 
pletely equipped office; excellent opportunity for young 
industrious physician; gross $48,000 in 1955; leaving to 
specialize. Box 2302 P, % AMA. 


PENNSYLVANIA—SALE, ACTIVE, LUCRATIVE, OPH- 
thalmological practice; growing community 100,000, near 
hunting, fishing; available immediately; well-equipped, 
air-conditioned, modern office, good location; eye service, 
new hospital; unusual opportunity; no opposition. Box 
2265 P, % AMA. 


APPARATUS ETC. FOR SALE 


GUARANTEED RECONDITIONED X-RAY, ELECTRO- 
medical and electrocardiograph equipment; available at 
all district offices; United States and Canada; deal 
directly with factory oragnization; all sales and service 
personnel factory-trained; prices include installation and 
operating instructions. Write to: B-!1 General Electric 
Company, X-Ray Department, 4855 Electric Ave., Mil- 
waukee |, Wisconsin. Q 


FOR SALE—1. HYDBRINK 4 WAY GAS ANESTHESIA 
machine; 2. Sklar (Tompkins rotary compressor) suction 
outfit; 3, complete T. and A. equipment; all used just 1 
month and in perfect condition; 3344% off above list 
price. Box 2334 Q, % AMA. 


ACOUN'T’ 


| 


PROFESSIONAL 
PRINTING COMPANY, INC. 
NEW HYDE PARK, N. Y. 


BRAND NEW SURPLUS—14 X 17 BUCK CASSETTES 
with mid-speed screens, $42; lead lined storage chests, 
mobile, gray hammertone, $37. Price F.0.B. New York. 
Medical Salvage Co., Inc., 217 E. 23rd Street, New York, 
New York. Q 


LARGE STOCK NEW, USED EQUIPMENT; INSTRU- 


ments; available for physician, hospital, or laboratories. 
Harry Wells, 400 E, 59th St., New York 22, New York. 


FOR RENT 


AVAILABLE IN THE HEART OF BERWYN, ILLINOIS 


—vicinity of Cermak Road and East Avenue; street level 
office; 16 x 50; next to established optometrist; parking 
lot in rear. For details phone: Stanley 8-8100, Berwyn, 
Illinois. T 


SEVEN ROOM OFFICE OF FORMER INTERNIST— 
fully equipped, air-conditioned; available immediately; 
excellent location. Mrs. Joseph Skwirsky, 37 Randolph 
Place, Newark, New Jersey, Essex 2-2488, ? 


SPACIOUS SUITE AND SINGLE OFFICES AVAIL- 
able—in prominent downtown office building; elevator and 
janitor service. E, M. Realty Company, 5526 19th Ave- 
nue, Kenosha, Wisconsin, T 


SPACE SUITABLE FOR MEDICAL GROUP—STREET 
level; will alter to suit tenant. The Apthorp, 390 West 
End Ave., New York, Su 7-1818. T 


FULLY EQUIPPED MODERN OFFICE—X-RAY, LAB- 
oratory, operating room, recovery room; ideal for special- 
ists; choice location; reasonable rent; established 38 
years, Box 2315 T, % AMA. 


REAL ESTATE FOR SALE 


FLORIDA—DAYTONA BEACH; CLINIC-TYPE MOD- 
ern office; home; air-conditioned; completely equipped 
for general practitioner; well-established practice loca- 
tion; 1 block from beach; center best hotels ; $65,000 gross 
possible; Florida license essential; terms. For informa- 
tion write: Geo. W. Lubke, Inc., 601 North Atlantic 
Avenue, Daytona Beach, Florida. Xx 


(Continued on page 104) 
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Vol. 162, No. 13 


MN, 33. 


“re 
a 
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ethamicort 
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CONTAINS: Ethyl-p-amin- 


FOR SURFACE PAIN AND ITCHING 


obenzoate (benzocaine) 
20%, oxyquinoline benzo- 
ate 0.39%, in a bland, 
water-soluble vehicle; inert 


Burns Post-episiotomies 
Sunburn Post-hemorrnoidectomies 
Hemorrhoids Wounds 

Exanthemas Wound Debridement 
Dermatoses Cuts, Abrasions, etc. 


 propellent. 


Americaine Aerosol is the only aerosol containing 
20% dissolved benzocaine. Just point nozzle and 
press button. Quick and easy to apply, painless 
in application. Sanitary, no need for manual ap- 
plicators. Permits wide coverage quickly. 


NOW 3 SIZES 


11 oz. size for 
professional use. 


5.5 oz. and 3 oz. 
sizes for patient use. 
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The Bright Side 


A bright young agricultural worker, just graduated from 
college, was making his first rounds in the backwoods territory 
to which he had been assigned. He stopped at one farm 
where the family was killing hogs and noticed that one of the 
dead animals had been hung to one side. 

“I suppose,” he remarked to the farmer, “that you anticipate 
consuming the edible portions of that carcass.” 

“I wouldn’t know,” the farmer answered. “We're just going 
to eat it.” 

“And were you,” demanded the lawyer, “in complete control 
of yourself at the time of the accident?” 

“Well, no, sir,” replied the timid little man. “You see, my 
wife was with me.” 

While rehearsing for the Climax TV show, Buddy Baer, 
the former boxer, was asked how long he planned to continue 
as an actor. 

“Only,” said Baer, “until I get enough experience to become 
a wrestler.” 

It’s William Kasslen’s story about a father trying to instill 
ambition in his young son. “You know,” he said, “it’s not easy 
to get ahead in this world. When I was your age I struggled 
up the ladder of life hand over hand, rung by rung.” 

“And now you're a success, Dad.” 

“Well, not exactly, son,” admitted the man. “But I’m sure 
getting good at climbing ladders.” 

Road sign in western back country: 

“Choose your rut carefully. You'll be in it the next 40 miles.” 

The couple was leaving church. “Did you see that new 
purple hat Mrs. Lambert was wearing?” the wife asked. 

“I'm afraid not,” the husband replied. 

“What did you think of that orange velvet dress Mrs. 
Frawley had on?” the wife asked. 

“I didn’t notice it either,” the husband said. 

“Oh, for goodness sakes,” snapped the wife, “a lot of 
good it does you to go to church!” 

“The Navy,” says Red Skelton, “is a large body of men on 

a large body of water, looking for a large body of women.” 

“What stops most people from buying a color TV set,” 
says Herb Shriner, “is seeing the price tag in black and white.” 

Hugh McDougall, editor of the Armstrong Daily, the turf 
newspaper, was asked how the Kentucky Derby differed from 
the Belmont Stakes. 

He thought for a moment. “Well, it’s the same race,” he 
said finally, “with mint juleps instead of martinis.” 


J.A.M.A., November 24, 1956 


The New Yorker tells a tale about a yachtsman sailing on 
the northeast end of Long Island in a thick haze one day 
last week when a big Chris-Craft loomed up alongside his 
boat. “Which way to Block Island?” shouted the helmsman of 
the Chris-Craft. 

The yachtsman got out his parallel rule and laid a course 
on his chart. Then he called over to the Chris-Craft, “East by 
south by half a south!” 

“Don’t get technical!” the other called back. “Just point!” 

Deep breathing adds to your longevity. Especially if you 
do it for 85 years. 

S. Omar Barker, the sage of the West, begins an ode to the 
coyote, with these lines: 

“He howls his taunts with dauntless drollery 

And does not practice birth controllery. . . . 

Overheard during coffee break in an office building lunch- 
room: “I better get back to my desk, Joe. Ill be late for 
quitting time.” 


Mother’s voice, heard coming from an apartment: “Now, 
Johnny, be a nice boy and eat your food. It’s not so bad—just 


pretend it’s mud.” 


% 

The English professor kept eying a student whose head was 
nodding suspiciously. Finally the head dropped onto the desk 
and light snores emanated from the sleeper. This was too much 
for the long-suffering professor. Picking up a book, he took aim 
and bounced it accurately off the culprit’s noggin. 

“Ouch!” cried the student, jumping out of his seat. “What 
was that?” 

The prof eyed him coldly. “Believe it or not, that was a 
flying Chaucer!” 


“Most of what you say is true but I don’t believe it!” 


| 
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EA YE 


(Brand of Novobiocin Sodium) 


This new Upjohn discovery is most effective where the broad-spectrum 
antibiotics most often fail: against the treacherous Staph. and Proteus. 
The clinical effectiveness has been demonstrated in a wide range of 
indications, including upper respiratory tract infections, lower respira- 
tory tract infections, urinary tract infections, localized suppurative 
processes, certain eye and ear infections, and severe systemic infections. 


Other significant Albamycin advantages: it produces high and prolonged 
blood levels on oral dosage, and no monilial superinfection or perianal 
pruritus has been reported to date.’ 


Dosace: The recommended dose in adults is 1 capsule (250 mg.) every six hours or 2 
capsules (500 mg.) every twelve hours, continued for at least forty-eight hours after 
the temperature has returned to normal and all evidence of infection has disappeared. 
In severe or unusually resistant infections, 0.5 Gm. every six hours or 1 Gm. every 
twelve hours may be employed. 

The dose for children on similar schedules is 15 mg. per kilogram of body weight 
per day for moderately acute infections, and it may be increased to 30 to 45 mg. per 
kilogram of body weight per day for severe infections. 


AvatLaBLe: 250 mg. capsules in bottles of 16. 


The Upjohn Company Upjohn Kalamazoo, Michigan 


\\ 
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Most effective where the broad spectrums most often fail 
STAPHYLOCO U ,000 


Appetite satisfaction 
that comes from sugar 
automatically helps to 
lower food intake— 
compensates for calories 


it supplies 


Users of non-caloric sweeteners 
fail to lose any more weight than 
sugar users in three-year study* 


Why is it that all these calories people ‘‘save”’ 
by using an artificial sweetener so often fail 
to add up to weight losses? 


In actual practice, with people, they often 
prove to be only “‘paper savings’’. 


New evidence to this effect has been sup- 
plied by findings of a three-year study of the 
diet-experience of 347 obese individuals. 


Approximately 50% of these gave up sugar 
and used artificial sweeteners and artificially 
sweetened foods and beverages. The others 
continued to use sugar regularly in their diets. 


‘“‘No significant difference was apparent when 
the weight loss of users and nonusers of these 
products was compared.’’* Nor were the investi- 
gators able to find any correlation between 
the length of time non-caloric sweeteners were 
used and the degree of weight loss. 


Physiologic effect of sugar noted 


The authors cite other researchers who have 
reported a reduction of food intake when sugar 
was included in an ad lib diet that tends to 
keep total caloric intake constant. Their tests 
indicated that the appetite is not appeased by 
the taste of artificial sweeteners since enough 
extra food was eaten to compensate for the 
calories supposedly saved. 


For those who must help plan realistic 
weight control and reducing diets for meta- 


bolically undisturbed patients this poses two 
questions: 

Does the normal use of sugar by normal weight 
people actually help to keep their weight constant? 


Does the intelligent use of sugar by overweight 
people—as a natural aid in controlling an over- 
size appetite—actually help them save more 
calories than sugar itself provides? 


Source: *McCann, M.B., Trulson, D.Sc.; and Stulb, S.C.: 
Non-Caloric Sweeteners and Weight Reduction. J. Am. 
Dietetic Assn., 32.327 (April 1956). 


CALORIES! 


Most people are surprised to find that there are 
only 18 calories in a level teaspoonful of sugar. 
(Some people we asked had guessed as high as 
600.) Every 7% minutes the average adult nor- 
mally uses up as many calories as there are in 
a teaspoonful of sugar. 


All statements in this message apply 
to both beet and cane sugar. 


SUGAR INFORMATION, INC. 
NEW YORK 5, NEW YORK 
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for the 
elephantine 
appetite, 
give 


ta J00 extentabs® 


obins to curb the emotionally spurred appetite 


In each Tablet Extentab 
Methamphetamine 3.33 mg. 10.0 mg. Methamphetamine for central nervous stimulation (more 
potent than amphetamine) * with phenobarbital control, in 
A. H. ROBINS CO., INC., Richmond 20, Virginia optimal ratio * as plain Tablets — or as Extentabs®, 


Ethical Pharmaceuticals of Merit since 1878 that work all-day on a single dose 
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COOK COUNTY GRADUATE SCHOOL OF MEDICINE ee 


INTENSIVE POSTGRADUATE COURSES 
STARTING DATES—WINTER, 1956-1957 


SURGERY-Surgical Technic, Two Weeks, December 10, 


January 28 


Surgery of Colon & Rectum, One Week, March 4 
General Surgery, One Week, February 11 


General Surgery, Two Weeks, April 23 


Surgical Anatomy & Clinical Surgery, Two Weeks, March 4 
Surgical Pathology, 2 or 4 Weeks, by appointment 

Basic Principles in Gencral Surgery, Two Weeks, January 14 
Fractures & Traumatic Surgery, Two Weeks, March 11 
Anesthesia, 2 or 4 Weeks, by appointment 


GYNECOLOGY & OBSTETRiICS— 


Office & Operative Gynecology, Two Weeks, February 11 
Vaginal Approach to Pelvic Surgery, One Week, February 4 
General & Surgical Obstetrics, Two Weeks, February 25 


MEDICINE—Electrocardiography & Heart Disease, Two-Week 


Basic Course, March 11 
Gastroenterology, Two Weeks, May 13 
Dermatology, Two Weeks, May 6 
Gastroscopy, IT'wo Wecks, March 18 


RADIOLOGY-—Diagnostic X-Ray, Two Weeks, February 4 
Clinical Uses of Radioisotopes, Two Weeks, May 6 


UROLOGY—Two-Week Course, April 1 
Cystoscopy, Ten Days, by appointment 


TEACHING FACULTY— 


2927 Main Pa Kansas City 8, Mo. 


J.A.M.A., November 24, 1956 


The Willows Matern ity 


< Sanitarium, Inc. 


Since 1905 
Competent, ethical services for expectant moth. 
ers, spacious recreation grounds. Patients ae. 
' cepted any time. Early entrance advised. Adop. 
= tions through Juvenile Court. Rates reasonable 
> and adapted to patient’s needs. Complete Meg. 
"eal Staff. Address: 


MRS. DON D. HAWORTH, Supt. 
Tel. Westport 1-2104 


"PHILADELPHIA 6, PA. 
‘FOR TWO DECADE 


PHARMACEUTICALS ano SUPPLIES 
"DIRECT ro PROFESSION 


"WRITE FOR “COMPLETE CATALOG 


ATTENDING STAFF OF COOK COUNTY HOSPITAL e 


ADDRESS: REGISTRAR, 707 South Wood Street, Chicago 12, Illinois 


A CLASSIFIED ADVERTISEMENT 


desirable assistants 
for your institution 


can be contacted thru 


in the JOURNAL 


INDEX TO ADVERTISERS 


FIRM PAGE 
Abbott Laboratories 84A-B, 56-57, 
American Cyanamid Co., 

Arnar-Stone Laboratories, Inc. 
Ayerst Laboratories 50, 50A-B 
Beck-Lee Corp. ...... ose 
Bellevue Place ..... 105 
Blakiston Division, 

McGraw-Hill Book Co., Inc. 
Burroughs ellcome & 

osddatantadleidtenesodiie , 11, 20, 48, 69, 94 
Cook County Graduate School of Medicine...... 104 
Corn Products Sales 3 
Duke Laboratories, Inc. ne 64 
Endo Products, Inc. ...... 96 
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Lederle Laboratories .... 
Lilly, Eli, & Co. ...... 
Lloyd Bros., Inc. . 
Luzier’s Inc. 


M 
Maltbie Laboratories Division, 


(Continued from page 98) 


BEAUTIFUL HOME AND OFFICE FOR SALE—EX- 
cellent opportunity to take over active general practice; 
doctor going to specialize. For further information call: 
Atlantic City 4-0575, Atlantic City, New Jersey. x 


RADIUM 


RADIUM—FOR ALL MEDICAL PURPOSES; BOUGHT, 
sold; radium applicator; owned-directed by physician- 


radiologist. Quincey X-ray — Kadium 


Quincy, Illinois. 


30 MGS. OF RADIUM IN THREE TEN MG, NEEDLES 
for sale. G. N. Combs, MD, Methodist Hospital, Pike- 
ville, Kentucky. Z 


PUBLISHERS AND PRINTERS 


PROFESSIONAL PRINTING COMPANY, INC 
NEW HYDE PARK W Y 


PROFESSIONAL PRINTING CO., 
NEW HYDE PARK, N. Y. 


MEDICAL WRITING 


MEDICAL MANUSCRIPT EDITING SERVICE—NON- 
commercial; manuscripts over 5000 words not accepted. 
American Medical Writers’ Association, WCU Building, 
Quincy, Illinois. 


Merck Sharp & Division of 


Mount Sinai suns 105 
National Life Insurance Co. .............scesseseseeees 51 
Nepera Chemical Co., Ine. 87 
New York Medigal 86 
New York University—Bellevue Medical Center 

Postgraduate Medical School........................ 105 
Nordmark Pharmaceutical Laboratories, Inc. 12-1. 
North Shore Health 105 

P 
ditt: 14, 19, 34, 39, 44, 52-53, 75, 89, 9° 
Physicians’ Drug Supply 104 
Professional Printing Co., Ine. ...............00665 98, 104 
R 
Riker 
Roerig, . B., 41, 65 
Saunders, W. B ...Front Cover, 2nd Cover, 3 
Smith Kline & French Labs..14, 37, 73, 83, y 106 
Squibb, E. R., 
Strasenburgh, R Ca. 30-81 
102 
Tampax Incorporated . . 68 
Teckla Garment Co. . 64 
Texas Greenhouse ........... 98 
Towns, Chas. B., Hospita 105 
Tutag, S. J., & Co. 64 
U 
Ww 
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West Coast Medical Counsellors, Agency.......... 60 
Westwood Pharmaceuticals, 

Division of Foster Milburn Co, ............006005+: 29 
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Woodward Medical Personnel Bureau.......... 78 90 
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Vol. 162, No. 13 


THE MOUNT SINAI HOSPITAL 
NEW YORK 29, NEW YORK 


POSTGRADUATE COURSES IN CLINICAL MEDICINE 


given in affiliation with 


COLUMBIA UNIVERSITY 


JANUARY through JUNE, 1957 
Part-time Courses of Varying Length 


Physiology of the Digestive January 9 to May 8 
January 19 to April 27 
Heart Disease and Circulatory Dynamics.......................... February 19 to April 23 
Hematology, Laboratory Methods im.................0.....0666. February 25 to March 21 
Roentgen Diagnosis of Lesions of Tract. March 4 to 15 
Radiology of Chest, Differential Diagnosis in........................ April 1 to June 3 
Laboratory Methods in Blood Banks........5....0...........6cccceeceee oe April 2 to May 7 
Intensive Courses (Full-time) 
Elementary January 14 to 18 
Acvanced Electrocardiography...... “Likdidlienthineuecaepicdsilaetegiaeiaatival January 21 to 25 
January 28 to February 8 
February 18 and 19 
April 1 to 5 
April 8 to 12 


Courses for Specialists 
Indirect Laryngoscopy & Voice Rehabilitation 


February 11 to 16 
Note: These two courses may be taken together or as two separate courses 
Mobilization of Stapes (full-time)...........................0006 cee March 18 to April 5 
April 8 to 19 
April 30 to June 11 
Rodioactive Isotopes, Clinical Use of (full-time)...............cccccccceeeeeee June 3 to 28 


Rhinoplasty and Otoplasty (full-time). July 13 to 27 


Courses of which Dates are to be Arranged 


kk enemas March to May, 1957 (3 months) 
Radiotherapy A 6-month or 12-month course 


For application forms and information address the 
Registrar for Postgraduate Medical Instruction 


THE MOUNT SINAI HOSPITAL 
Fifth Avenue at One-hundredth Street, New York 29, New York 


NEW YORK UNIVERSIT 


POST-GRADUATE MEDICAL SCHOOL 


offers the following postgraduate courses 


January 21 through February 2 
Basic PROBLEMS IN CANCER THERAPY (FOR SURGEONS) 


January 14 through 18 (part-time) 
NEURO-OPHTHALMOLOGY 


January 14 through 19 


PHYSIOLOGICAL AND PHARMACOLOGICAL PrRInciIPLes UN- 
DERLYING THE SURGICAL MANAGEMENT OF DISEASES OF 
AND PERTAINING TO THE PARASYMPATHETIC AND SYM- 
PATHETIC NERVOUS SYSTEM 


January 14 through 18 
REFRESHER Course IN Basic UROLOGY 


January 14 through 25 
PepiaTrRic REFRESHER COURSE 


February 4 through 6 
Mopern TRENDS IN THE DtaGNosis AND TREATMENT OF 
CONGENITAL HEART DISEASE 


February 25 through March I 
ENpDoscopy: BRONCHOESOPHAGOLOGY AND LARYNGOLOGY 


For further information, write to: 
NEW YORK UNIVERSITY-BELLEVUE MEDICAL CENTER 
POST-GRADUATE MEDICAL SCHOOL 
550 First Avenue York 16,N.Y. 


BATTLE CREEK SANITARIUM 


9OTH YEAR OF CONTINUOUS SERVICE 


A general medical institution fully equipped for diagnostic and thera- 
peutic service. Close cooperation with home physicians in management 
of chronic diseases. 

For rates and further information, address Box 101 
THE BATTLE CREEK SANITARIUM BATTLE CREEK, MICHIGAN 


No? affiliated with any other Sanitarium 


BELLEVUE PLACE 


for 


Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 
Modern Methods of Treatment 
MODERATE RATES 


Fully Approved by the 


Joint Commission on Accreditat on 


Established 1901 
Licensed by State of Illinois 


SAMUEL LIEBMAN, MSS., M.D. 


Medical Director 


225 Sheridan Road Winnetka 6-0211 


CHARLES B. TOWNS HOSPITAL 


FOR THE TREATMENT OF ALCOHOLISM 
NARCOTIC AND BARBITURATE 
ADDICTIONS EXCLUSIVELY 


293 Central Park West, New York 24, N. Y. 


Complete Treatment at predetermined cost. 
Privacy of patient is assured—if desired 
Literature on Request 
Edward B. Towns, Director 


_ Member American Hospital Association 


COOPER CREME 


The ORIGINAL 


RIOXYMETHYEEN 
PEEKSKILL, N.Y. 


Established 1901 


SChuyler 4-0770 
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when the patient’s anxiety is complicated by depression .. . 


both symptoms often respond to 


(a combination of Thorazinet and Dexedrine?) 


‘Thora-Dex’ is a combination of a specific anti-anxiety agent, “Thorazine’, and f 
a standard antidepressant, ‘Dexedrine’. The preparation is of unusual value in ( 
mental and emotional disturbances and in somatic conditions complicated by 
emotional stress—especially when depression occurs together with anxiety, 
agitation or apprehension. 

The patient treated with “‘Thora-Dex’ is generally both calm and alert . . . with 
normal interest, activity and capacity for work. 


Smith, Kline & French Laboratories, Philadelphia 


‘Thora-Dex’ Tablets are available in two strengths: 
10 mg. “Thorazine’ 25 mg. “Thorazine’ 
2 mg. ‘Dexedrine’ 5 mg. ‘Dexedrine’ 
‘Thora-Dex’ should be administered discriminately and, before prescribing, 
the physician should be fully conversant with the available literature. 


*Trademark fT.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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in respiratory allergies 


all the benefits of the “predni-steroids” 


plus positive antacid action 


to minimize gastric distress 


Multiple 
Compressed 
Tablets 


Clinical evidence!.2.3 indicates that to 
augment the therapeutic advantages of 
prednisone and prednisolone, antacids 
should be routinely co-administered to 
minimize gastric distress. 


2.5 mg. or 5 mg. 
prednisone or 
prednisolone with 
50 mg. magnesium 


Bo oland, E. W., J.A.! MA. tee: } (Pebruaty trisilicate and 

>) argolis, H. 'M. et a A 5 300 mg.aluminum 
(June 11) 1955. 3. Bollet, A. J. et al., J.A.M.A. 158:459 &- 

(June 11) 1955. — hydroxide gel. 


‘CO-DELTRA’ and ‘CO-HYDELTRA’ are trademarks of Merck & Co., INC, 


ROUTINELY ACHIEVED WITH eltra 


(Prednisone Buffered) 


(Prednisolone Buffered) 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC. 
PHILADELPHIA 1, PA. 
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LUTREXIN, a naturally occurring—non-steroid—uterine relaxing 
hormone newly isolated from the ovary. 


LUTREXIN has produced favorable clinical results as reported 
in separate studies by Rezek, Jones and Smith, and Jones.!: 2: 3 


LUTREXIN specifically relaxes uterine muscle contractions (as in 
the tracing above) and in many cases, LUTREXIN has been found 
to relieve the entire symptom complex of dysmenorrhea. 


Supplied in bottles of 25 - 1000 unit tablets. 


1. Rezek, G. H.: Am. J. Obstet. Gynecol., Vol. 66: No. 2, 396-402, 1953. 


2. Jones, Georgeanna S. and Smith, Frank: Am. J. Obstet. Gynecol., Vol. 67: No. 3, 
628-633, 1954. 


3. Jones, Scott S.: Northwest Medicine, Vol. 54: 1253-1254, 1955. 
4. Majewski, J. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 5: No. 5, 1955. 


COMPLETE LITERATURE ON REQUEST. 


HYNSON, WESTCOTT & DUNNING, INC. Balto. Md. <@ij> 
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| contracting uterine muscle. 
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